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ﺺﯿﻮﻟﻮژي، ﺗﺸﺨﯿﺪﻣﯿﺳﺎرﮐﻮم ﭘﺴﺘﺎن، اﭘ :ﻫﺎي  ﮐﻠﯿﺪي اژهو
 و ﻫﺪف ﻪزﻣﯿﻨ
ﺑﯿﺸﺘﺮﯾﻦ ﺑﺪﺧﯿﻤﯽ اﺳﺖ ﮐﻪ ﺗﺸﺨﯿﺺ  ﭘﺴﺘﺎن ﺳﺮﻃﺎن
ﻮن ﻣﻮرد در ـﺷﻮد و ﻣﯿﺰان آن ﺑﯿﺸﺘﺮ از ﯾﮏ ﻣﯿﻠﯿ داده ﻣﯽ
 ﺗﺮﯾﻦ ن رو اﯾﻦ ﺑﯿﻤﺎري ﺷﺎﯾﻊآاز  1ﺷﻮد. ﻦ زده ﻣﯽـﺳﺎل ﺗﺨﻤﯿ
ﺎﻣﻞ ـاز ﺑﺪﺧﯿﻤﯽ زﻧﺎن را ﺷ درﺻﺪ 81ﯽ زﻧﺎن ﺑﻮده و ـﺑﺪﺧﯿﻤ
ﻠﻪ ﻋﻠﻞ ﻋﻤﺪه ﻣﺮگ ﻧﺎﺷﯽ ـﺎن از ﺟﻤـﭘﺴﺘ ﺳﺮﻃﺎن 2.ﺷﻮدﻣﯽ
و  3اﺳﺖ ﺎﺳﺮ ﺟﻬﺎن ﺑﻮدهـﺎن ﺳﺮﺗﺎن زﻧـدر ﻣﯿ ﺎنـﺳﺮﻃاز 
ﺳﺎﻟﻪ  04-05ﻠﺖ ﻣﻨﻔﺮد ﻣﺮگ در ﻣﯿﺎن زﻧﺎن ﻋﺗﺮﯾﻦ ﺷﺎﯾﻊ
در اﯾﻦ ﮔﺮوه ﺳﻨﯽ را ﺷﺎﻣﻞ  گﻋﻠﻞ ﻣﺮ 1/5ﺑﺎﺷﺪ ﮐﻪ  ﻣﯽ
 ﭼﮑﯿﺪه:
ﺑﺎﺷﺪ. ﯽﺎن زﻧﺎن ﺳﺮﺗﺎﺳﺮ ﺟﻬﺎن ﻣﯿاز ﺳﺮﻃﺎن در ﻣ ﯽزﻧﺎن ﺑﻮده و از ﺟﻤﻠﻪ ﻋﻠﻞ ﻋﻤﺪه ﻣﺮگ ﻧﺎﺷ ﯽﻤﯿﻦ ﺑﺪﺧﯾﺗﺮ ﻊﯾﺳﺮﻃﺎن ﭘﺴﺘﺎن ﺷﺎ
ﭼﻨﺪ دﻫﻪ  ﯽﻃ ﯽﺮاﻧﯾزﻧﺎن ا ﯽﻤﯿﻦ ﺑﺪﺧﯾﻌﺘﺮﯾﻦ ﺳﺮﻃﺎن ﺷﺎﯾﺶ اﺳﺖ. اﯾﺰاـﺳﺎﻟﻪ در ﺣﺎل اﻓ 05-46ﺎن زﻧﺎن ﯿﺧﺼﻮﺻﺎً در ﻣ يﻤﺎرﯿﻦ ﺑﯾﺑﺮوز ا
ﺪ. ﯾآﯽﻪ ﺑﻪ وﺟﻮد ﻣﯾﻪ و ﺛﺎﻧﻮﯿاﺳﺖ و ﺑﻪ دو ﺻﻮرت اوﻟ يﻧﺎدر يﻤﺎرﯿﻮم ﭘﺴﺘﺎن ﺑـﺑﺎﺷﺪ و ﺑﻪ ﺳﺮﻋﺖ در ﺣﺎل ﮔﺴﺘﺮش اﺳﺖ. ﺳﺎرﮐ ﯽﺮ ﻣـﯿاﺧ
 ﯽﻪ ﭘﺴﺘﺎن ﻧﺎﺷﯾﻮﺳﺎرﮐﻮم ﻫﺴﺘﻨﺪ. ﺳﺎرﮐﻮم ﺛﺎﻧﻮﯾﻪ ﭘﺴﺘﺎن، آﻧﮋﯿاوﻟ يﻫﺎ ﻮمـﺪ ﺳﺎرﮐدرﺻ 5/7ﺎر ﻧﺎدر و ﻣﻬﺎﺟﻢ اﺳﺖ. ﯿﻪ ﭘﺴﺘﺎن ﺑﺴﯿﻮم اوﻟـﺳﺎرﮐ
ﻨﻪ ﯿﺠﺎد ﺷﺪه در زﻣﯾا يﻫﺎ درﺻﺪ از ﺳﺎرﮐﻮم 65/8دارد.  يﺑﺪ ﯽﺶ آﮔﻬﯿﺑﺎﺷﺪ و ﭘﯽﻣﺘﻌﺎﻗﺐ درﻣﺎن ﺳﺮﻃﺎن ﭘﺴﺘﺎن ﻣ ﯽﻮﺗﺮاﭘﯾاز راد
ﮐﻨﻨﺪه ﺗﻮاﻧﺪ ﮐﻤﮏﯽﻫﻢ ﻣ يﺮ ﺑﺮدارﯾﺗﺼﻮ .اﺳﺖ ﯽﻮن ﺳﻮزﻧـﯿﺮاﺳﯿﺺ ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﺑﺮ آﺳﭙﯿاﻧﺪ. اﺳﺎس ﺗﺸﺨﻮﺳﺎرﮐﻮمﯾ، آﻧﮋﯽﺮاﭘـﻮﺗﯾراد
ﺺ ﯿدرﺗﺸﺨ ﯽﻣﺎﻣﻮﮔﺮاﻓ ﮏ روش ﺑﻬﺘﺮ ازﯾﺑﻪ ﻋﻨﻮان  ﯽﺮاﻓـﺳﻮﻧﻮﮔ ﯽوﻟ ،اﺳﺖ ﯽﺮاﺧﺘﺼﺎﺻﯿﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﻏ در ﯽﺮاﻓـﺑﺎﺷﺪ. اﻟﺒﺘﻪ ﻣﺎﻣﻮﮔ
 ﭘﺴﺘﺎن مﺗﻤﺎ درآن ﮐﻪ اﺳﺖ ﯽﻮﻣـﻣﺎﺳﺘﮑﺘ ﺗﻮﺗﺎل ﭘﺴﺘﺎن ﺳﺎرﮐﻮم درﻣﺎن يﺑﺮا اﻗﺪام ﻦﯾﺠﺘﺮﯾراﺎد ﺷﺪه اﺳﺖ. ـﺸﻨﻬﯿﭘ، ﺳﺎرﮐﻮم ﭘﺴﺘﺎن
 در ﻣﺪت ﯽﻃﻮﻻﻧ يﺑﻘﺎ در ﻣﻬﻢ ﮐﻨﻨﺪهﻦﯿﯿﺗﻌ ﻋﺎﻣﻞ ﺗﻨﻬﺎ، ﯽﮐﺎﻓ ﺑﺮداﺷﺘﻦ ﻪﯿﺣﺎﺷ .ﺷﻮﻧﺪﯽﻧﻤ ﺑﺮداﺷﺘﻪ ﻧﻮدﻫﺎ ﻟﻨﻒ اﻣﺎ ،ﺷﻮدﯽﻣ ﺑﺮداﺷﺘﻪ
واﺑﺴﺘﻪ ﺑﻪ درﺟﻪ ﺑﺎﻓﺖ و  ﺪاًﯾﺷﺪ ﭘﺴﺘﺎنﺳﺎرﮐﻮم  ﯽﺶ آﮔﻬﯿﭘ ،ﮕﺮ ﺑﺪنﯾﺮ ﻧﻘﺎط دﯾﺳﺎ ﺪ ﺳﺎرﮐﻮم ﺑﺎﻓﺖ ﻧﺮم درـﻫﻤﺎﻧﻨ .اﺳﺖ ﭘﺴﺘﺎن ﺳﺎرﮐﻮم
 .اﻧﺪازه ﺗﻮﻣﻮر اﺳﺖ
 
 
 2 3931، ﺳﺎل 1، ﺷﻤﺎره 22ﻧﺸﺮﯾﻪ ﺟﺮاﺣﯽ اﯾﺮان، دوره 
 05-46ﭘﺴﺘﺎن، ﺧﺼﻮﺻًﺎ در ﻣﯿﺎن زﻧﺎن  ﺳﺮﻃﺎنﺷﻮد. ﺑﺮوز  ﻣﯽ
ﺳﺎﻟﻪ در ﺣﺎل اﻓﺰاﯾﺶ اﺳﺖ و اﯾﻦ اﻣﺮ اﺣﺘﻤﺎﻻً ﺑﻪ ﻋﻠﺖ 
ﺳﺎﻟﻪ، در  05زن  رﻫﺮ ﻫﺰا ﺑﺎﺷﺪ. ازﻏﺮﺑﺎﻟﮕﺮي در اﯾﻦ ﺳﻨﯿﻦ ﻣﯽ
ﺷﻮد و ﺑﻪ اﯾﻦ ﺗﺮﺗﯿﺐ  ﭘﺴﺘﺎن ﺗﺸﺨﯿﺺ داده ﻣﯽ ﺳﺮﻃﺎندو ﻧﻔﺮ 
اﯾﻦ  اﻣﺮﯾﮑﺎدر  2ﺑﺎﺷﺪ. ﻣﯽ ﻫﺰار 2ﭘﺴﺘﺎن ﺣﺪود  ﺳﺮﻃﺎنﺷﯿﻮع 
دوﻣﯿﻦ ﻋﻠﺖ ﺷﺎﯾﻊ  4.اﺳﺖ زﻧﺎن ﺳﺮﻃﺎنﺗﺮﯾﻦ  ﺑﯿﻤﺎري ﺷﺎﯾﻊ
در زﻧﺎن و ﻫﻤﭽﻨﯿﻦ ﻋﻠﺖ اﺻﻠﯽ ﻣﺮگ  ﺳﺮﻃﺎنﻣﺮگ ﻧﺎﺷﯽ از 
ﻣﯿﺰان ﻣﺮگ و ﻣﯿﺮ، ﺑﺎﻻ و  ﺷﯿﻮع 3.ﺑﺎﺷﺪ ﺳﺎﻟﻪ ﻣﯽ 02-95زﻧﺎن 
دﻫﺪ ﮐﻪ  ﺑﺮ ﮐﯿﻔﯿﺖ زﻧﺪﮔﯽ، ﻧﺸﺎن ﻣﯽ ﺳﺮﻃﺎناﺛﺮ ﺷﺎﺧﺺ اﯾﻦ 
ﺑﻪ ﯾﮏ ﻣﺸﮑﻞ ﺟﺪي ﺑﺮاي زﻧﺎن  ﻣﺮﯾﮑﺎآﭘﺴﺘﺎن در  ﺳﺮﻃﺎن
ﭘﻮﺳﺖ در  ﺳﺮﻃﺎنﻣﻮرد  000001. ﺗﻘﺮﯾﺒﺎً اﺳﺖ ﺗﺒﺪﯾﻞ ﺷﺪه
ﮔﺰارش  ﻣﺮﯾﮑﺎآﻣﺮگ ﻧﺎﺷﯽ از آن در  00003ﺳﺎل و ﺑﯿﺸﺘﺮ از 
ﺳﺎل ﺑﺎ  04 – 05ﻨﯽ ﺷﻮد. ﺷﯿﻮع اﯾﻦ ﺑﯿﻤﺎري در ﮔﺮوه ﺳ ﻣﯽ
اﮔﺮ ﭼﻪ ﺷﯿﻮع آن در ﺳﻨﯿﻦ . ﺳﺮﻋﺖ درﺣﺎل اﻓﺰاﯾﺶ اﺳﺖ
ﺑﻪ ﻃﻮر ﮐﻠﯽ ﺑﺮوز در  5.ﯾﺎﺑﺪ ﺑﺎﻻﺗﺮ ﺑﺎ ﺳﺮﻋﺖ ﮐﻤﺘﺮي اﻓﺰاﯾﺶ ﻣﯽ
آﻣﺮﯾﮑﺎي ﺷﻤﺎﻟﯽ و ﮐﺸﻮرﻫﺎي اروﭘﺎي ﺷﻤﺎﻟﯽ ﺑﯿﺸﺘﺮﯾﻦ ﻣﯿﺰان، 
درﮐﺸﻮرﻫﺎي ﺟﻨﻮﺑﯽ و آﻣﺮﯾﮑﺎ و آﻓﺮﯾﻘﺎ ﮐﻤﺘﺮﯾﻦ ﻣﯿﺰان را 
ﭘﺴﺘﺎن در  ﺳﺮﻃﺎنداراﺳﺖ. ﺑﺎﯾﺪ در ﻧﻈﺮ داﺷﺖ ﮐﻪ ﺑﺮوز 
ﻫﺎي اﺧﯿﺮ در ﺣﺎل اﻓﺰاﯾﺶ  ﮐﺸﻮرﻫﺎي درﺣﺎل ﺗﻮﺳﻌﻪ در ﺳﺎل
 72) ﺳﺮﻃﺎنﺗﺮﯾﻦ  در ﺣﺎل ﺣﺎﺿﺮ اﯾﻦ ﺑﺪﺧﯿﻤﯽ، ﺷﺎﯾﻊ 4اﺳﺖ.
 61) ﺳﺮﻃﺎنﻫﺎ( و ﻋﻠﺖ ﺷﺎﯾﻊ ﻣﺮگ ﻧﺎﺷﯽ از ﺳﺮﻃﺎنﮐﻞ  درﺻﺪ
ﻫﺎ( زﻧﺎن در ﮐﺸﻮرﻫﺎي در ﺣﺎل ﺗﻮﺳﻌﻪ و ﺳﺮﻃﺎناز ﮐﻞ  درﺻﺪ
 6ﺗﻮﺳﻌﻪ ﯾﺎﻓﺘﻪ اﺳﺖ.
ﯿﻦ ﻋﻠﺖ ﻣﺮگ ﺑﻌﺪ از ﻣن ﺳﻮﺮااﯾ ﻫﺎ درﺳﺮﻃﺎنﺑﻄﻮر ﮐﻠﯽ 
 ﺳﺮﻃﺎن 5ﻫﺎي ﻗﻠﺒﯽ ﻋﺮوﻗﯽ و ﺗﺼﺎدﻓﺎت ﻫﺴﺘﻨﺪ.  ﺑﯿﻤﺎري
 62/4) ﭘﺴﺘﺎن ﺳﺮﻃﺎنﺷﺎﯾﻊ در ﻣﯿﺎن زﻧﺎن اﯾﺮاﻧﯽ ﺑﻪ ﺗﺮﺗﯿﺐ 
(، ﮐﻮﻟﻮرﮐﺘﺎل 000001در ﻫﺮ  31/6(، ﭘﻮﺳﺖ )000001در ﻫﺮ 
( و ﻣﺜﺎﻧﻪ 000001در ﻫﺮ  4/13(، ﻣﻌﺪه )000001در ﻫﺮ  5/27)
ﻣﯿﺎن ﻣﺮدان اﯾﺮاﻧﯽ ﺑﻪ ﺗﺮﺗﯿﺐ  ( و در000001در ﻫﺮ  4/70)
( و 7/71(، ﻣﻌﺪه )7/46) ت(، ﭘﺮوﺳﺘﺎ01/7(، ﻣﺜﺎﻧﻪ )61ﭘﻮﺳﺖ )
 ﺳﺮﻃﺎنﻫﺎ، ﺳﺮﻃﺎناز ﻣﯿﺎن ﺗﻤﺎم  ﺑﺎﺷﺪ. ( ﻣﯽ6/23ﮐﻮﻟﻮرﮐﺘﺎل )
ﭘﺴﺘﺎن در ﻣﯿﺎن زﻧﺎن اﯾﺮاﻧﯽ ﺑﻪ ﺳﺮﻋﺖ در ﺣﺎل ﮔﺴﺘﺮش 
ﺗﺮﯾﻦ ﺑﺪﺧﯿﻤﯽ زﻧﺎن اﯾﺮاﻧﯽ ﻃﯽ ﭼﻨﺪ دﻫﻪ اﺧﯿﺮ  ﻊو ﺷﺎﯾ 5ﺑﻮده
دوﻣﯿﻦ  ﭘﻮﺳﺖ ﺳﺮﻃﺎنﺑﻌﻀﯽ ﻣﻄﺎﻟﻌﺎت،  ﺑﻨﺎﺑﺮ 11-8ﺑﺎﺷﺪ. ﻣﯽ
ﺑﺮاﺳﺎس ﮔﺰارش اﻋﻼم ﺷﺪه  21.ﺷﺎﯾﻊ زﻧﺎن اﯾﺮاﻧﯽ اﺳﺖ ﺳﺮﻃﺎن
اﯾﺮان، ﺗﻌﺪاد زﻧﺎن ﻣﺒﺘﻼ ﺑﻪ  ﺳﺮﻃﺎناز ﺳﻮي دﭘﺎرﺗﻤﺎن ﻣﻠﯽ 
 31ﺑﻮده اﺳﺖ. 7002ﻧﻔﺮ در ﻃﻮل ﺳﺎل  6796ﭘﺴﺘﺎن  ﺳﺮﻃﺎن
 ﺳﺮﻃﺎنﺑﻨﺎﺑﺮ ﻣﻄﺎﻟﻌﺎت اﻧﺠﺎم ﺷﺪه، ﺑﯿﺸﺘﺮﯾﻦ ﻣﯿﺰان ﺑﺮوز 
 اﮔﺮﭼﻪ ﺑﺮﺧﯽ 41و11ﺑﺎﺷﺪ. ﻣﯽ 04 – 94ﭘﺴﺘﺎن در ﮔﺮوه ﺳﻨﯽ 
 5اﻧﺪ ﮐﻪ اﯾﻦ ﺑﯿﻤﺎري در دﻫﻪ دﯾﮕﺮ از ﻣﻄﺎﻟﻌﺎت ﻧﺸﺎن داده
 ﺳﺮﻃﺎنزﻧﺪﮔﯽ ﺷﺎﯾﻊ ﺗﺮ اﺳﺖ، دﯾﺪه ﺷﺪه ﮐﻪ ﻣﯿﺰان ﺑﺮوز 
ﻫﺎي  ﻦ ﺑﺎﻻﺗﺮ ﮐﻤﺘﺮ اﺳﺖ. اﯾﻦ ﯾﺎﻓﺘﻪ ﺑﻪ ﮔﺰارشﯿﭘﺴﺘﺎن در ﺳﻨ
ﭘﺴﺘﺎن ﺑﺎ اﻓﺰاﯾﺶ  ﺳﺮﻃﺎنﻣﺒﻨﯽ ﺑﺮ اﻓﺰاﯾﺶ ﺑﺮوز  REES SU
اﻧﺪ  ﺗﺤﻘﯿﻘﺎت اﻧﺠﺎم ﺷﺪه ﻧﺸﺎن داده 51ﺪ.ﺑﺎﺷ ﺳﻦ، در ﺗﻘﺎﺑﻞ ﻣﯽ
ﺗﺮ از ﮐﺸﻮرﻫﺎي  ﮐﻪ زﻧﺎن اﯾﺮاﻧﯽ ﺣﺪاﻗﻞ ﯾﮏ دﻫﻪ ﺟﻮان
ﻣﻄﺎﻟﻌﺎت اﺧﯿﺮ  01.ﺷﻮﻧﺪﺎن ﻣﺒﺘﻼ ﻣﯽﺘﭘﺴ ﺳﺮﻃﺎنﭘﯿﺸﺮﻓﺘﻪ ﺑﻪ 
 ﺳﺮﻃﺎنﺗﺮ ﺑﻮدن ﺳﻦ اﺑﺘﻼي اﯾﺮاﻧﯿﺎن ﺑﻪ ﻧﯿﺰ ﺑﯿﺎﻧﮕﺮ ﭘﺎﯾﯿﻦ
ﺗﺮ ﺑﻮدن ﺗﻮﻣﻮرﻫﺎ و ﻣﯿﺰان ﺑﺎﻻي ﻣﻮارد ﭘﺴﺘﺎن، ﻣﻬﺎﺟﻢ
ﺳﺎﻟﻪ  5ﻣﯿﺰان ﺑﻘﺎي  51و8اﻧﺪ.ﯿﺺ ﺑﻮدهﭘﯿﺸﺮﻓﺘﻪ ﻫﻨﮕﺎم ﺗﺸﺨ
ﺎوت ﻣﻌﻨﺎداري ﻣﯿﺎن ـﺑﻮده و ﺗﻔ درﺻﺪ 17ﺎران اﯾﺮاﻧﯽ ـﺑﯿﻤ
ﺳﺎﻟﻪ ﮔﺮوه  5ﺮدان و زﻧﺎن ﻣﺒﺘﻼ وﺟﻮد دارد. ﺑﻘﺎي ـﺑﻘﺎي ﻣ
ﺑﺎﺷﺪ و ﺷﺎﻧﺲ ﻫﺎي ﺳﻨﯽ ﻣﯽﺑﺎﻻﺗﺮ از ﺳﺎﯾﺮ ﮔﺮوه 14 – 05ﺳﻨﯽ 
 از ﺳﺎل ﺑﯿﺸﺘﺮ از ﺑﯿﻤﺎران ﮐﻤﺘﺮ 16 ﻣﺮگ در ﺑﯿﻤﺎران ﺑﺰرﮔﺘﺮ از
ﺗﺮﯾﻦ ﻧﻤﺎي ﭘﺎﺗﻮﻟﻮژﯾﮏ در ﻣﯿﺎن ﺑﯿﻤﺎران ﺷﺎﯾﻊ 31ﺎل اﺳﺖ.ﺳ 04
 97 – 98ﺑﺎﺷﺪ )اﯾﺮاﻧﯽ، داﮐﺘﺎل ﮐﺎرﺳﯿﻨﻮﻣﺎي ﻣﻬﺎﺟﻢ ﻣﯽ
ﭘﺴﺘﺎن در  ﺳﺮﻃﺎنزﻧﺎن ﻣﺒﺘﻼ ﺑﻪ  درﺻﺪ 2-11 51و11و6.(درﺻﺪ
ﭘﺴﺘﺎن در ﺳﻤﺖ ﻣﻘﺎﺑﻞ  ﺳﺮﻃﺎنﻃﻮل زﻧﺪﮔﯽ ﺧﻮد دﭼﺎر 
 ﺑﺮاﺑﺮ ﺑﯿﺸﺘﺮ از اﻓﺮاد ﻧﺮﻣﺎل ﺟﺎﻣﻌﻪ 6-2 ﮐﻪ اﯾﻦ ﺧﻮاﻫﻨﺪ ﺷﺪ
ﻫﺎ در ﻣﯿﺎن ﺳﺮﻃﺎنﭘﺴﺘﺎن ﯾﮑﯽ از ﻧﺎدرﺗﺮﯾﻦ  ﺳﺮﻃﺎن 61.اﺳﺖ
ﻫﺎي ﻣﺮدان را ﺳﺮﻃﺎناز ﮐﻞ  درﺻﺪ 0/2 81و71ﻣﺮدان اﺳﺖ.
و رﯾﺴﮏ اﯾﺠﺎد آن در ﻃﻮل زﻧﺪﮔﯽ ﻣﺮدان،  91ﺷﻮدﺷﺎﻣﻞ ﻣﯽ
ﭘﺴﺘﺎن  ﺳﺮﻃﺎندن ﻮﺑﺎ وﺟﻮد ﻧﺎﺷﺎﯾﻊ ﺑ 71اﺳﺖ. 00001ﯾﮏ در 
در ﻣﺮدان، ﺑﻌﻨﻮان ﯾﮏ ﻣﺸﮑﻞ ﺟﺪي در آﻧﺎن ﺑﻪ ﺣﺴﺎب 
ﻫﺎي ﺳﻨﯽ ﺑﺎﻻﺗﺮي ﻧﺴﺒﺖ ﺑﻪ  ن ﻣﺒﺘﻼ در ﮔﺮوهﻣﺮدا 91آﯾﺪ ﻣﯽ
ﺑﻌﻀﯽ ﻣﻄﺎﻟﻌﺎت ﺣﺎﮐﯽ از آن اﺳﺖ ﮐﻪ ﺳﻦ  02.ﻧﺎن اﺳﺖز
 ،اﺳﺖ ﺳﺎل 56 – 76ﭘﺴﺘﺎن در ﻣﺮدان  ﺳﺮﻃﺎنﻣﺘﻮﺳﻂ آﻏﺎز 
آﮔﻬﯽ ﺑﺪ اﯾﻦ  ﭘﯿﺶ 72-12ﺳﺎل ﺑﯿﺸﺘﺮ از زﻧﺎن. 5 – 01 ﯾﻌﻨﯽ
در ﻣﯿﺎن ﻣﺮدان اﺣﺘﻤﺎﻻً ﺑﻌﻠﺖ ﺗﺸﺨﯿﺺ آن در ﻣﺮاﺣﻞ  ﺳﺮﻃﺎن
 82ﺑﺎﺷﺪ. اﻧﺘﻬﺎﯾﯽ ﻣﯽ
 ﺳﺮﻃﺎنﻣﻮرد ﺟﺪﯾﺪ  0412ﺳﺎﻻﻧﻪ در ﺣﺪود  ﻣﺮﯾﮑﺎآدر 
ﻣﺮگ ﻧﺎﺷﯽ از آن ﮔﺰارش ﺷﺪه  054ﭘﺴﺘﺎن در ﻣﯿﺎن ﻣﺮدان و 
 0/5دﻫﺪ ﮐﻪ ﺳﺎﻟﯿﺎﻧﻪ ﮐﻤﺘﺮ از  اﺳﺖ. اﯾﻦ آﻣﺎرﻫﺎ ﻧﺸﺎن ﻣﯽ
 ﺳﺮﻃﺎندر ﻣﺮدان ﺑﻪ ﻋﻠﺖ  ﺳﺮﻃﺎنﻫﺎي ﻧﺎﺷﯽ از ﻣﺮگ درﺻﺪ
ﻃﺒﻖ ﻣﻄﺎﻟﻌﺎت ﻣﺘﻌﺪد اﻧﺠﺎم ﺷﺪه ﻣﯿﺰان ﺑﺮوز  92.ﭘﺴﺘﺎن اﺳﺖ
ﺳﺎل اﺧﯿﺮ ﺛﺎﺑﺖ ﺑﻮده  03ﭘﺴﺘﺎن در ﻣﺮدان ﻃﯽ  ﺳﺮﻃﺎن
، 4002اﮔﺮ ﭼﻪ ﻃﺒﻖ ﺗﺤﻘﯿﻖ اﻧﺠﺎم ﺷﺪه در ﺳﺎل  22و71اﺳﺖ.
اﻓﺰاﯾﺶ ﯾﺎﻓﺘﻪ  درﺻﺪ 62ﺳﺎل ﮔﺬﺷﺘﻪ  52ﻣﯿﺰان ﺑﺮوز آن ﻃﯽ 
 13اﺳﺖ.
 3 ﻣﺮوري ﺑﺮ ﺳﺎرﮐﻮﻣﺎي ﭘﺴﺘﺎنـ  ﺣﻤﯿﺪرﺿﺎ ﻋﻠﯿﺰاده اﻃﺎﻗﻮردﮐﺘﺮ 
ﭘﺴﺘﺎن در ﻣﺮدان و زﻧﺎن ﯾﮏ ﮔﺮوه  ﺳﺮﻃﺎنﻣﯿﺰان ﺑﻘﺎي 
ﻫﺎي ﺑﺎﻓﺖ ﻧﺮم، ﮔﺮوﻫﯽ از ﺳﺎرﮐﻮم 81ﺳﻨﯽ، ﻣﺸﺎﺑﻪ اﺳﺖ.
ﺗﻮاﻧﻨﺪ در ﻫﺮ ﻧﻘﻄﻪ از وژﻧﻮس ﻫﺴﺘﻨﺪ ﮐﻪ ﻣﯽﺮﺘﺗﻮﻣﻮرﻫﺎي ﻫ
دﻫﺪ ﺎت ﻧﺸﺎن ﻣﯽـﻣﻄﺎﻟﻌ 23ﺑﺪن از ﺟﻤﻠﻪ، ﭘﻮﺳﺖ اﯾﺠﺎد ﺷﻮﻧﺪ.
رﯾﻪ را  ﺳﺮﻃﺎنﻫﺎ و  ﻮمـﻣﯿﺰان ﺳﺎرﮐ ﺖﮐﻪ رادﯾﻮﺗﺮاﭘﯽ ادﺟﻮاﻧ
ﺰاﯾﺶ رﯾﺴﮏ ﺳﺎﯾﺮ ـدﻫﺪ. در ﺣﺎﻟﯿﮑﻪ ﻣﻨﺠﺮ ﺑﻪ اﻓ اﻓﺰاﯾﺶ ﻣﯽ
ﺎري ﻧﺎدري ـﻮم ﭘﺴﺘﺎن ﺑﯿﻤـﺳﺎرﮐ 33ﺷﻮد. ﻫﺎ ﻧﻤﯽ ﺑﺪﺧﯿﻤﯽ
 53و43ﻫﺎي اوﻟﯿﻪ ﭘﺴﺘﺎن ﮐﻞ ﺑﺪﺧﯿﻤﯽ درﺻﺪ 1ﺮ از اﺳﺖ ﮐﻪ ﮐﻤﺘ
ﻫﺎي ﺑﺎﻓﺖ ﻧﺮم را ﺷﺎﻣﻞ  ﻮمـﺳﺎرﮐ درﺻﺪ 5 ﮐﻤﺘﺮ از و
ﻣﻮرد در ﻫﺮ ﯾﮏ  4/6ﺑﺮوز ﺳﺎﻻﻧﻪ اﯾﻦ ﺑﯿﻤﺎري  63ﺷﻮد. ﻣﯽ
 73.ﺑﺎﺷﺪﻣﯿﻠﯿﻮن زن ﻣﯽ
ﺗﻠﯿﺎﻟﯽ ﻫﺘﺮوژﻧﻮس  ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﯾﮏ ﺑﺪﺧﯿﻤﯽ ﻏﯿﺮ اﭘﯽ
 83ﺑﺎﺷﺪ. اﺳﺖ ﮐﻪ ﻣﻨﺸﺄ آن ﺑﺎﻓﺖ ﻫﻤﺒﻨﺪ ﭘﺴﺘﺎن ﻣﯽ
آﯾﺪ. ﺎرﮐﻮم ﺑﻪ دو ﺻﻮرت اوﻟﯿﻪ و ﺛﺎﻧﻮﯾﻪ ﺑﻪ وﺟﻮد ﻣﯽاﯾﻦ ﺳ
 93و23درﺻﺪ 1 ﺳﺎرﮐﻮم اوﻟﯿﻪ ﭘﺴﺘﺎن ﺑﺴﯿﺎر ﻧﺎدر ﺑﻮده و ﮐﻤﺘﺮ از
ﺗﻮﻣﻮرﻫﺎي ﺑﺪﺧﯿﻢ  04 درﺻﺪ( 0/5-1) و ﺑﻨﺎ ﺑﺮ ﺑﻌﻀﯽ ﻣﻄﺎﻟﻌﺎت
 ﺷﻮد. ﭘﺴﺘﺎن را ﺷﺎﻣﻞ ﻣﯽ
اﯾﻦ ﻧﺌﻮﭘﻼﺳﻢ ﺗﻮﻣﻮر ﺑﺴﯿﺎر ﻣﻬﺎﺟﻤﯽ اﺳﺖ و ﻣﯿﺰان ﺑﻘﺎي 
ﻫﺎي اوﻟﯿﻪ  ﺳﺎرﮐﻮم درﺻﺪ 5/7 04ﺑﺎﺷﺪ. ﻣﯽ درﺻﺪ 93ﺳﺎﻟﻢ آن 
 14ﭘﺴﺘﺎن، آﻧﮋﯾﻮﺳﺎرﮐﻮم ﻫﺴﺘﻨﺪ.
 (ovoneD) ﻧﻮ ﺑﺮوز آﻧﮋﯾﻮﺳﺎرﮐﻮم اوﻟﯿﻪ ﭘﺴﺘﺎن ﺑﻪ ﺻﻮرت
 24دﻫﺪ. اﯾﺠﺎد ﺷﺪه و ﺧﻮد را ﺑﺎ ﺗﻮده ﭘﺴﺘﺎن ﻧﺸﺎن ﻣﯽ
ﺳﺎرﮐﻮم اﺳﺘﺌﻮژﻧﯿﮏ اوﻟﯿﻪ ﭘﺴﺘﺎن ﻧﯿﺰ ﺑﯿﻤﺎري ﺧﯿﻠﯽ 
ﮐﻪ در زﻧﺎن ﻣﺴﻦ اﯾﺠﺎد ﺷﺪه و ﺑﺴﯿﺎر ﻣﻬﺎﺟﻢ  ﺖﻧﺎدري اﺳ
ﺳﺎرﮐﻮم ﺛﺎﻧﻮﯾﻪ ﭘﺴﺘﺎن ﻧﺎﺷﯽ از رادﯾﻮﺗﺮاﭘﯽ  44و34ﺑﺎﺷﺪ. ﻣﯽ
رادﯾﻮﺗﺮاﭘﯽ  35و14ﺑﺎﺷﺪ.ﭘﺴﺘﺎن ﻣﯽ ﺳﺮﻃﺎنﻣﺘﻌﺎﻗﺐ درﻣﺎن 
ﺧﺎرﺟﯽ ﺑﻪ ﻋﻨﻮان ﯾﮏ روش اﺳﺘﺎﻧﺪارد ﭘﺲ از ﺟﺮاﺣﯽ 
ﭘﺴﺘﺎن اﺳﺖ. ﺑﺮوز ﺳﺎرﮐﻮم ﺛﺎﻧﻮﯾﻪ ﻧﺎدر  ﺳﺮﻃﺎنﻧﮕﻬﺪارﻧﺪه 
 64ﺷﻮد. درﺻﺪ(ﺗﺨﻤﯿﻦ زده ﻣﯽ 0/800 – 0/84) ﺑﻮده و
ﺎن ﺑﻪ دﻧﺒﺎل رادﯾﻮﺗﺮاﭘﯽ ﺟﻬﺖ آﻧﮋﯾﻮﺳﺎرﮐﻮم ﺛﺎﻧﻮﯾﻪ ﭘﺴﺘ
 درﺻﺪ 1و در ﺣﺪود  55و24ﮐﺎرﺳﯿﻨﻮم ﻗﺒﻠﯽ ﭘﺴﺘﺎن اﯾﺠﺎد ﺷﺪه
اوﻟﯿﻪ ﭘﺴﺘﺎن را درﮔﯿﺮ  ﺳﺮﻃﺎنﺑﯿﻤﺎران درﻣﺎن ﺷﺪه ﻣﺒﺘﻼ ﺑﻪ 
اﯾﻦ ﺑﺪﺧﯿﻤﯽ ﻏﺎﻟﺒﺎً ﺧﻮد را ﺑﺎ ﺿﺎﯾﻌﻪ ﭘﻮﺳﺘﯽ ﻧﺸﺎن  03ﮐﻨﺪ. ﻣﯽ
ﺳﺖ ﮐﻪ ا ﻫﺎاﯾﻦ ﺑﯿﻤﺎري، زﯾﺮﮔﺮوه ﺧﺎﺻﯽ از ﺳﺎرﮐﻮم 24دﻫﺪ.ﻣﯽ
زﻧﺎﻧﯽ ﮐﻪ رادﯾﻮ ﺗﺮاﭘﯽ را  45ﺑﺎﺷﺪ. ﺮﺗﺒﻂ ﻣﯽـﺎن ﻣﻮﯾﺎً ﺑﺎ درﻣـﻗ
ﺖ ـﭘﺴﺘﺎن ﺧﻮد درﯾﺎﻓ ﺳﺮﻃﺎنﺑﻪ ﻋﻨﻮان ﺟﺰﺋﯽ از درﻣﺎن 
ﺑﺮاﺑﺮ رﯾﺴﮏ ﺑﺎﻻﺗﺮي ﺑﺮاي اﺑﺘﻼ ﺑﻪ  9 – 61اﻧﺪ، ﮐﺮده
 15و14.آﻧﮋﯾﻮﺳﺎرﮐﻮم دارﻧﺪ
ﻫﺎي اﯾﺠﺎد ﺷﺪه در زﻣﯿﻨﻪ  از ﺳﺎرﮐﻮم درﺻﺪ 65/8
 0/560م ﺑﺮوز اﯾﻦ ﺳﺎرﮐﻮ 14ﻨﺪ.ﻫﺴﺘرادﯾﻮﺗﺮاﭘﯽ، آﻧﮋﯾﻮﺳﺎرﮐﻮم 
ﺑﻮده و ﭘﯿﺶ آﮔﻬﯽ ﺑﺪي دارد. ﻣﯿﺰان ﺑﻘﺎي اﯾﻦ ﺑﯿﻤﺎران،  درﺻﺪ
ﺗﺨﻤﯿﻦ  درﺻﺪ 51 آﻧﺎن،  ﺳﺎﻟﻪ 5 ﺑﻘﺎي ﻣﯿﺰان و ﻣﺎه 41/5 – 43
 55.ﺷﻮد زده ﻣﯽ
ﺑﻄﻮر ﮐﻠﯽ آﻧﮋﯾﻮﺳﺎرﮐﻮﻣﺎي ﭘﺴﺘﺎن، ﺗﻮﻣﻮر ﻧﺎدري ﺑﻮده و 
ﺷﻮد. ﻫﺎي ﭘﺴﺘﺎن را ﺷﺎﻣﻞ ﻣﯽ از ﮐﻞ ﻧﺌﻮﭘﻼﺳﻢ درﺻﺪ 0/40
زﻧﺪﮔﯽ اﯾﺠﺎد ﻣﯽ ﺷﻮد. در ﻣﻘﺎﺑﻞ،  4و  3اﯾﻦ ﺑﯿﻤﺎري در دﻫﻪ 
 54ﮐﻨﺪ.ﮐﺎرﺳﯿﻨﻮﻣﺎي ﭘﺴﺘﺎن در ﺳﻨﯿﻦ ﺑﺎﻻﺗﺮ ﺑﺮوز ﭘﯿﺪا ﻣﯽ
 ﺗﺸﺨﯿﺺ
در ﯾﮏ ﻣﻄﺎﻟﻌﻪ ﺑﺰرگ ﮐﻪ ﺑﺮ روي ﺑﯿﻤﺎران ﺳﺎرﮐﻮم ﭘﺴﺘﺎن 
در ﯾﮏ ﻣﻘﺎﻟﻪ اﻧﮕﻠﯿﺴﯽ اﻧﺠﺎم ﺷﺪ، ﻣﺸﺨﺺ ﺷﺪ ﮐﻪ ﺳﺎرﮐﻮم 
ﻣﺮدان رخ داده  در درﺻﺪ 1/5 در زﻧﺎن و درﺻﺪ 89/5 ﭘﺴﺘﺎن،
در اﯾﻦ ﻣﻄﺎﻟﻌﻪ ﻗﻄﺮ ﻣﯿﺎﻧﮕﯿﻦ اﻧﺪازه  86و66و56و36-16و95-75اﺳﺖ.
 ﺮ ﺑﻮده اﺳﺖ و ﻣﺤﺪودهـﺳﺎﻧﺘﯿﻤﺘ 5/6ﺗﺎ  4/8 ﻮرﻫﺎ ﺑﯿﻦـﺗﻮﻣ
ﺎت ﮔﺰارش ﺷﺪه ـﺳﺎﻧﺘﯿﻤﺘﺮ در اﮐﺜﺮ ﻣﻄﺎﻟﻌ 0/8  -4
 36و16و95و85.اﺳﺖ
 3ﻫﻤﮑﺎراﻧﺶ ﻧﯿﺰ اﻧﺪازه ﻣﺘﻮﺳﻂ ﺗﻮﻣﻮر را  ﻣﮏ ﮔﺮﮔﻮر و
آدم و ﻫﻤﮑﺎراﻧﺶ ﻣﯿﺎﻧﮕﯿﻦ اﻧﺪازه ﺗﻮﻣﻮر ﺑﺮاي  26ﺳﺎﻧﺘﯿﻤﺘﺮ،
 06ﮔﺰارش ﮐﺮدﻧﺪ. ﺳﺎﻧﺘﯿﻤﺘﺮ 01ﮋﯾﻮ ﺳﺎرﮐﻮﻣﺎ را آﻧ
در ﺳﺎرﮐﻮﻣﺎي ﭘﺴﺘﺎن ﭘﻮﺳﺖ ﭘﺴﺘﺎن و ﻫﺎﻟﻪ اﻃﺮاف ﻧﻮك 
در زﯾﺮ ﮔﺮوه  ﻣﮕﺮ ،ﺷﻮدﻣﯽ درﮔﯿﺮ ﭘﺴﺘﺎن ﺑﻪ ﻧﺪرت
آﻧﮋﯾﻮﺳﺎرﮐﻮﻣﺎ ﮐﻪ ﻣﻤﮑﻦ اﺳﺖ ﭘﻮﺳﺖ ﭘﻮﺷﺎﻧﻨﺪه ﻣﺤﻞ ﺿﺎﯾﻌﻪ 
 96و76و75ﺑﻪ رﻧﮓ آﺑﯽ ﺗﻐﯿﯿﺮ رﻧﮓ دﻫﺪ.
ﻮن ﭘﺨﺶ از ﻃﺮﯾﻖ ﺧ ﻣﺘﺎﺳﺘﺎز از ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﻣﻌﻤﻮﻻً
ﻫﺎ و ﮐﺒﺪ ﻣﻨﺘﺸﺮ ﻫﺎ، اﺳﺘﺨﻮانﺷﻮد و ﺑﻪ ﻃﻮر ﻣﻌﻤﻮل ﺑﻪ رﯾﻪﻣﯽ
 36و85ﻣﺘﺎﺳﺘﺎزﻫﺎي ﻏﺪد ﻟﻨﻔﺎوي ﻧﺎدر ﻫﺴﺘﻨﺪ. 26و85و75ﺷﻮد.ﻣﯽ
ﺑﺴﯿﺎري از ﻣﻮارد ﮐﻪ ﻣﺘﺎﺳﺘﺎز ﺑﻪ ﻏﺪد ﻟﻨﻔﺎوي وﺟﻮد دارد،  در
ﺿﺎﯾﻌﻪ از ﻧﻈﺮ ﻫﯿﺴﺘﻮﭘﺎﺗﻮﻟﻮژﯾﮑﯽ از زﯾﺮ ﮔﺮوه ﮐﺎرﺳﯿﻨﻮ 
 26و85ﺳﺎرﮐﻮﻣﺎ اﺳﺖ.
اﺳﺖ. ﺑﻨﺎﺑﺮاﯾﻦ  ﭙﯿﺮاﺳﯿﻮن ﺳﻮزﻧﯽاﺳﺎس ﺗﺸﺨﯿﺺ ﺑﺮ آﺳ
ﮔﻮﯾﺎي  درﺻﺪ 32ﺗﺸﺨﯿﺺ دﺷﻮار اﺳﺖ و درﺻﺪ ﺗﺸﺨﯿﺼﯽ 
 27و96دﻗﺖ ﻣﺤﺪود اﯾﻦ روش ﺗﺸﺨﯿﺼﯽ اﺳﺖ.
ﯾﻮﻫﺎﻧﺲ ﭘﯿﺘﺮ ﻣﻮﻟﺮ، ﮐﺎﻟﺒﺪ ﺷﻨﺎس و ﻣﻌﻠﻢ رودﻟﻒ وﯾﺮﺷﻮ، 
ﻣﯿﻼدي  8381را در ﺳﺎل  "ﺳﯿﺴﺘﻮﺳﺎﯾﺘﻮﻣﺎ ﻓﯿﻠﻮدس" واژه
ﻫﯿﺖ را ﺑﻪ دﻟﯿﻞ ﻣﺎ "ﺳﺎرﮐﻮﻣﺎ ﺳﯿﺴﺘﻮ"ﻣﻮﻟﺮ واژه  .اﺑﺪاع ﮐﺮد
اﻧﺘﺨﺎب ﮐﺮد و ﺑﺮاي  ﮐﯿﺴﺘﯿﮏ و ﮔﻮﺷﺘﯽ ﻧﺎﺧﺎﻟﺺ ﺗﻮﻣﻮر
 4 3931، ﺳﺎل 1، ﺷﻤﺎره 22ﻧﺸﺮﯾﻪ ﺟﺮاﺣﯽ اﯾﺮان، دوره 
ﺗﻮﺻﯿﻒ اﺷﮑﺎل ﻟﻮﺑﻮﻟﻪ و ﺑﯿﻀﯽ ﺷﮑﻞ ﺗﻮده، واژه ﯾﻮﻧﺎﻧﯽ 
 65ﺑﻪ ﻣﻌﻨﺎي ﺑﺮگ را ﺑﻪ آن اﺿﺎﻓﻪ ﮐﺮد. "sediollyhP"
ﻫﺎي ﻣﺰاﻧﺸﯿﻤﺎل ﺗﻮﻣﻮرﻓﯿﻠﻮدس ﺑﺪﺧﯿﻢ ﻣﺘﺸﮑﻞ از ﺳﻠﻮل
اﯾﻦ ﺿﺎﯾﻌﺎت  07ﺑﺪﺧﯿﻢ و ﯾﮏ ﺟﺰء ﺧﻮش ﺧﯿﻢ اﭘﯿﺘﻠﯿﺎل اﺳﺖ.
ﮑﻮﭘﯽ ﺑﻪ ﺻﻮرت ﮐﯿﺴﺖ اﭘﯿﺘﻠﯿﺎﻟﯽ ﭘﻮﺷﯿﺪه در ﻧﻤﺎي ﻣﯿﮑﺮوﺳ
 17ﯾﺎﺑﺪ.ﺷﺪه ﺑﺎ اﺳﺘﺮوﻣﺎي ﭘﺮ ﺳﻠﻮل ﺗﻈﺎﻫﺮ ﻣﯽ
 ﻫﺎي ژﻧﺘﯿﮏ و اﯾﻤﻮﻧﻮﻟﻮژﯾﮏﺗﺴﺖ
 و 35Pﺶ ژن ـﺶ ﻧﻘـﮑﺎراﻧـﺗُﻦ و ﻫﻤ 5002 ﺎلـﺳ در
را در ﺑﺮوز ﺗﻮﻣﻮرﻫﺎي ﻓﯿﻠﻮدس ﻣﻮرد ﻣﻄﺎﻟﻌﻪ ﻗﺮار  DC 711
آﻣﯿﺰي ﮐﯿﺪ ﺑﺪﺧﯿﻤﯽ در اﯾﻦ ﺗﻮﻣﻮرﻫﺎ از رﻧﮓﺄﺑﺮاي ﺗ .دادﻧﺪ
اﺳﺘﻔﺎده ﺷﺪ و ﻣﺜﺒﺖ ﺷﺪن واﮐﻨﺶ اﯾﻤﻨﯽ اﺳﺘﺮوﻣﺎل  35P
 77ﺑﺎ درﺟﻪ ﺗﻮﻣﻮر و ﻋﻮد آن ﻣﺮﺗﺒﻂ ﺑﻮد. DC 711 ﺑﺮاي
ﻫﻤﭽﻨﯿﻦ اﺳﭙﻮزﯾﺘﻮ و ﻫﻤﮑﺎراﻧﺶ ﻧﯿﺰ ﻧﺸﺎن دادﻧﺪ ﮐﻪ ﺑﺪﺧﯿﻤﯽ 
 87ارﺗﺒﺎط دارد. DC 711 ﺗﻮﻣﻮرﻫﺎي ﻓﯿﻠﻮدس ﺑﺎ
 ﺗﺼﻮﯾﺮﺑﺮداري ﺗﺸﺨﯿﺼﯽ
ﻣﺎﻣﻮﮔﺮاﻓﯽ در ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﻏﯿﺮ اﺧﺘﺼﺎﺻﯽ اﺳﺖ. 
دﻫﺪ ﮐﻪ در ﺗﻮده ﻏﯿﺮ ﺳﻮزﻧﯽ ﻣﺘﺮاﮐﻢ ﻧﺸﺎن ﻣﯽ ﯾﮏ ﻣﻌﻤﻮﻻً
 37و96اﮐﺜﺮ ﻣﻮارد ﺑﺪون ﻣﯿﮑﺮوﮐﻠﺴﯿﻔﯿﮑﺎﺳﯿﻮن اﺳﺖ.
ﺳﻮﻧﻮﮔﺮاﻓﯽ ﺑﻪ ﻋﻨﻮان ﯾﮏ روش ﺑﻬﺘﺮ از ﻣﺎﻣﻮﮔﺮاﻓﯽ در 
 در 17و46ﺗﺸﺨﯿﺺ ﺳﺎرﮐﻮم ﭘﺴﺘﺎن اﺳﺖ ﭘﯿﺸﻨﻬﺎد ﺷﺪه اﺳﺖ.
ﺳﺎرﮐﻮﻣﺎﻫﺎي ﭘﺴﺘﺎن ﺑﺎ ﯾﮏ ﻧﻤﺎي ﻫﺎﯾﭙﺮاﮐﻮ  ﺳﻮﻧﻮﮔﺮاﻓﯽ، اﮐﺜﺮ
ﻫﻤﭽﻨﯿﻦ ﺳﻮﻧﻮﮔﺮاﻓﯽ  17و46ﺪ.رﺳﻨﻣﯽ ﺑﺪون ﺳﺎﯾﻪ ﺑﻪ ﻧﻈﺮ
ﺑﻬﺘﺮﯾﻦ ﺗﺴﺖ ﺗﺼﻮﯾﺮي ﺑﺮاي ﺗﺸﺨﯿﺺ ﺗﻮﻣﻮر ﻓﯿﻠﻮدس ﺑﺎ 
 001 ﺣﺴﺎﺳﯿﺖ)اﺳﺖ  درﺻﺪ 59-001ﮐﺎراﯾﯽ واﻗﻌﯽ در ﺣﺪود 
در ﺳﻮﻧﻮﮔﺮاﻓﯽ ﻓﯿﻠﻮدس  47.(درﺻﺪ 78/5 وﯾﮋﮔﯽ و درﺻﺪ
ﻫﺎي ﮐﺸﯿﺪه در ﺳﯿﺴﺘﻮﺳﺎرﮐﻮﻣﺎﻫﺎ اﻏﻠﺐ ﺑﻪ ﺷﮑﻞ ﮐﯿﺴﺖ
 57ﺷﻮﻧﺪ.ﺟﺎﻣﺪ ﻧﻤﺎﯾﺎن ﻣﯽ ﺗﻮﻣﻮر
ﻧﺸﺎن دادن ﺑﺪﺧﯿﻤﯽ در ﺳﺎرﮐﻮم ﻣﻤﮑﻦ اﺳﺖ در  IRM
ﭘﺴﺘﺎن ﻣﻔﯿﺪ ﺑﺎﺷﺪ. ﮐﻪ در آن ﺿﺎﯾﻌﻪ ﺑﻪ ﻋﻨﻮان ﺗﻮﻣﻮر ﺑﺪﺧﯿﻢ 
 ﺷﻮد وﺑﺎ اﻧﺒﺴﺎط ﺳﺮﯾﻊ ﺑﻪ ﻫﻤﺮاه وﯾﮋﮔﯽ ﺗﺨﻠﯿﻪ دﯾﺪه ﻣﯽ
 67ﮔﺮدد.ﻣﺸﺨﺺ ﻣﯽ ﻫﺎﻟﻮﺑﻮل
ﻣﻤﮑﻦ اﺳﺖ  )STEP(اﺳﮑﻦ ﺗﻮﻣﻮﮔﺮاﻓﯽ ﺗﺎﺑﺶ ﭘﻮزﯾﺘﺮون 






ﻣﺮﺣﻠﻪ، درﺟﻪ ﺮﯿﺛﺄاﻧﺘﺨﺎب درﻣﺎن ﺗﺤﺖ ﺗ ،ﯽﺑﻪ ﻃﻮر ﮐﻠ
 : ﻣﻮﺟﻮد اﺳﺖ ﺮﯾاﻣﮑﺎﻧﺎت درﻣﺎن ز اﺳﺖ.ﺑﺎﻓﺖ و اﻧﺪازه ﺗﻮﻣﻮر 
ﺷﺎﻣﻞ  ﯽﺑﺮداﺷﺖ ﮔﺴﺘﺮده ﻣﺤﻠﯽ ﮔﺴﺘﺮده: ﺑﺮداﺷﺘﻦ ﻣﺤﻠ
اﻃﺮاف آن از ﺑﺎﻓﺖ ﻧﺮﻣﺎل  يﻫﺎﻪﯿﺑﺮداﺷﺘﻦ ﺗﻮﻣﻮر ﻫﻤﺮاه ﺑﺎ ﺣﺎﺷ
 ﻪﯿﺣﺎﺷ. اﺳﺖ ﮐﻤﮏ ﺑﻪ ﮐﺎﻫﺶ اﺣﺘﻤﺎل ﻋﻮد يﭘﺴﺘﺎن ﺑﺮا
زﻧﺪه ﻣﺎﻧﺪن  درﮐﻨﻨﺪه ﻣﻬﻢ  ﻦﯿﯿﺗﻨﻬﺎ ﻋﺎﻣﻞ ﺗﻌ ﯽﺑﺮداﺷﺘﻦ ﮐﺎﻓ
 يﺗﻮﻣﻮرﻫﺎ يﺑﺮا 18و08.ﺳﺎرﮐﻮم ﭘﺴﺘﺎن اﺳﺖدرﻣﺪت  ﯽﻃﻮﻻﻧ
 ﯽﮐﻠزﯾﺒﺎﯾﯽ  ﺠﻪﯿﻣﺘﺮ(، ﻧﺘﯽﺳﺎﻧﺘ 5 <ﺗﺮ )ﺑﻪ ﻋﻨﻮان ﻣﺜﺎل، ﺑﺰرگ
 ﯽﺑﺎ ﻻﻣﭙﮑﺘﻮﻣي ﻣﺠﺪد و ﺑﺎزﺳﺎز ﯽﻣﺎﺳﺘﮑﺘﻮﻣ ﮏﯾاﻏﻠﺐ ﺑﺎ 
 ﺎﯾﺑﻪ  ﮏﯾﻧﺸﺴﺘﻪ ﮐﻪ ﻧﺰد ﻖﯿﻋﻤ يﺗﻮﻣﻮرﻫﺎدر  ﺑﻬﺘﺮ اﺳﺖ.
دﯾﻮاره  ﺑﺮداﺷﺘﻦ ﺑﻠﻮك ﺑﻪ ﺎزﯿﻧاﺳﺖ  ﻨﻪﯿﻗﻔﺴﻪ ﺳ ﻮارهﯾﺷﺎﻣﻞ د
از ﻣﻮارد، ﺑﺮداﺷﺖ  يﺎرﯿدر ﺑﺴ 48-28ﺑﺎﺷﺪ.ﻗﻔﺴﻪ ﺳﯿﻨﻪ ﻣﯽ
ﻻزم  ﯽﻣﻨﻔ ﻪﯿﺑﻪ ﺣﺎﺷ ﺪنﯿرﺳ ياز ﭘﻮﺳﺖ ﺑﺮا ياﺮدهـﮔﺴﺘ
ﻋﻀﻼﻧﯽ  - ﺮاﻓﺖ ﭘﻮﺳﺘﯽ ﯾﺎ ﻓﻠﭗ ﭘﻮﺳﺘﯽـﻪ ﮔﺑ ﺎزﯿاﺳﺖ و ﻧ
در  ﻪﯿﺣﺎﺷ ﺖﯿﮐﻪ وﺿﻌ ﯽﻮﻗﺖ ﺗﺎ زﻣﺎﻧـﺶ ﻣـﭘﻮﺷ اﺳﺖ.
و  ﮐﻤﮏ ﮐﻨﻨﺪه اﺳﺖ ،ﺑﺸﻮدﺷﻨﺎﺧﺘﻪ  ﯾﯽﺎـﻧﻬ ﯽﺷﻨﺎﺳﺐﯿآﺳ
و  ﻪﯾﺗﺠﺰ اﻧﺠﺎم ﭘﺬﯾﺮ اﺳﺖ. ﺮـﯿﺧﺄﺗﺑﺎ  ﯽـاﻧﺠﺎم ﭘﻮﺷﺶ ﻗﻄﻌ
 )ﻓﺮوزن ﺳﮑﺸﻦ( ﻪـﯿزده از ﺣﺎﺷ ﺦـي ﯾﻫﺎﺑﺨﺶ ﻞـﯿﺗﺤﻠ
 58.ﺑﺎﺷﺪﺗﻮاﻧﺪ ﻧﺎدرﺳﺖ ﯽﻣ
ﺻﻮرت ﻪ ﺑﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﺑﺮﺧﻮرد ﺑﺎ ﮔﺮه ﻟﻨﻔﺎوي ﻣﻨﻄﻘﻪ: 
 .ﮐﻨﺪﻣﯽ ن ﮔﺴﺘﺮش ﭘﯿﺪاﻫﻤﺎﺗﻮژ ﺎﯾ ﻢﯿﻣﺴﺘﻘ ﯽﻣﺤﻠﺗﻬﺎﺟﻢ 
 يﻤﺎرﯿﺑﻪ ﺟﺰ در ﻣﻮارد ﺑ ياﻣﻨﻄﻘﻪ يﻏﺪد ﻟﻨﻔﺎو يﺮﯿدرﮔ
ﺑﺮوز ﮔﺴﺘﺮش ﻟﻨﻔﺎوي ﺑﻪ  78و68و08.ﮔﺴﺘﺮده ﻣﺘﺎﺳﺘﺎز ﻧﺎدر اﺳﺖ
رﺳﺪ ﮐﻪ ﻧﻈﺮ ﻣﯽﻪ ﺑ درﺻﺪ ﯾﺎ ﮐﻤﺘﺮ اﺳﺖ و 5ﻃﻮر ﮐﻠﯽ 
 98و88و38ﮐﻨﺪ.ﺑﺮداﺷﺘﻦ ﻏﺪد ﻟﻨﻔﺎوي ﻧﺘﺎﯾﺞ را ﺑﻬﺘﺮ ﻧﻤﯽ
ﺑﻐﻞ ﻗﺎﺑﻞ ﻟﻤﺲ اﺳﺖ،  ﺮﯾز يﮐﻪ ﻏﺪد ﻟﻨﻔﺎو ﯽزﻣﺎﻧ ﯽﺣﺘ
 يﻤﺎرﯿﺑﺪون ﮔﺴﺘﺮش ﺑ ﯽاﻏﻠﺐ ﮔﺮه واﮐﻨﺸ ﮏﯾﭘﺎﺗﻮﻟﻮژ ﯽرﺳﺑﺮ
 ﻮنﯿﺴﮑﺴﯾو داﺳﺖ ﮐﻢ  ﺑﺮوز ﻫﻨﻮز ﻧﺴﺒﺘﺎً 09.دﻫﺪﯽرا ﻧﺸﺎن ﻣ
در ﻣﻮارد ﻣﻨﻔﯽ ﺑﺎﻟﯿﻨﯽ  ﺑﻐﻞ ﺮﯾز يﮐﻨﻨﺪه ﻏﺪد ﻟﻨﻔﺎو يﺮﯿﺸﮕﯿﭘ
در  ﯽﻣﻠ ﯽﺟﺮاﺣ ياﻟﮕﻮﻫﺎ ﻦ،ﯾﺑﺎ وﺟﻮد ااﻧﺪﯾﮑﺎﺳﯿﻮن ﻧﺪارد. 
ﭘﺎ ﻧﺎدر در ارو ﻫﺎيﺪه و ﻣﻄﺎﻟﻌﻪ ﺷﺒﮑﻪ ﺳﺮﻃﺎنـﻣﺘﺤ ﺎﻻتﯾا
ﻣﺒﺘﻼ ﺑﻪ  ﻤﺎرانﯿدرﺻﺪ از ﺑ 04ﮐﻪ ﺣﺪود دﻫﻨﺪ ﻣﯽﺎن ـﻧﺸ
ي را اﻣﻨﻄﻘﻪ ﯽاز ﻟﻨﻔﺎدﻧﮑﺘﻮﻣ ﯽﭘﺴﺘﺎن درﺟﺎﺗ ﻪﯿﻮم اوﻟـﺳﺎرﮐ
 19و88اﻧﺪ.داﺷﺘﻪ
 5 ﻣﺮوري ﺑﺮ ﺳﺎرﮐﻮﻣﺎي ﭘﺴﺘﺎنـ  ﺣﻤﯿﺪرﺿﺎ ﻋﻠﯿﺰاده اﻃﺎﻗﻮردﮐﺘﺮ 
 ﻮنﯿﺮاﺳﯿﻣﺸﮑﻮك، آﺳﭙ ﯽﻨﯿﺑﺎﻟ يﻫﺎﺑﺎ ﮔﺮه ﻤﺎرﯿﺑ يﺑﺮا
دﻗﺖ  ﻪﺑﺰرگ ﺑ يﻫﺎﮔﺮهﺮاﻓﯽ در ـﺳﻮﻧﻮﮔ ﺖﯾﻫﺪا ﯽ ﺑﺎﺳﻮزﻧ
ﮐﻪ  ﯽﻫﻨﮕﺎﻣ ﻨﺪ.ت ﮐﺛﺒﺎي را ااﺗﻮاﻧﺪ ﻣﺘﺎﺳﺘﺎز ﻣﻨﻄﻘﻪﯽﻣ
ﻣﺒﺘﻼ ﺑﻪ ﺳﺎرﮐﻮم ﭘﺴﺘﺎن  ﻤﺎرﯿﺑ ﮏﯾدر  يﻣﺘﺎﺳﺘﺎز ﻏﺪد ﻟﻨﻔﺎو
ﯽ ﺎﺑﯾﻣﻮرد ارز ﻣﺠﺪداً ﺪﯾﺑﺎ ﯽﺷﻨﺎﺳﺐﯿ، آﺳﺷﺪ داده ﺺﯿﺗﺸﺨ
ﻣﺘﺎﭘﻼﺳﺘﯿﮏ ﮐﺎرﺳﯿﻨﻮﻣﺎ و  ﺺﯿو ﺗﺸﺨ ﺑﮕﯿﺮد ﻗﺮار
 29.در ﻧﻈﺮ ﮔﺮﻓﺘﻪ ﺷﻮد ﺪﯾﺑﺎ ﮐﺎرﺳﯿﻨﻮﺳﺎرﮐﻮﻣﺎ
ﻣﺒﺘﻼ ﺑﻪ  ﻤﺎرانﯿدر ﺑ يﻏﺪد ﻟﻨﻔﺎو يﺮﯿدرﮔ ﺺﯿاﮔﺮ ﺗﺸﺨ
 دور يﻤﺎرﯿاز ﺑ يﺷﻮاﻫﺪ ﭻﯿو ﻫﺷﺪ  ﺪﯾﯿﺄﺴﺘﺎن ﺗﺳﺎرﮐﻮم ﭘ
ﻏﺪد  ﻮنﯿﺴﮑﺴﯾ، دﺷﺘﻪ ﺑﺎﺷﺪﺪاﻧوﺟﻮد  )ﻣﺘﺎﺳﺘﺎز دوردﺳﺖ(
ﺑﻐﻞ  ﺮﯾﮐﻨﺘﺮل ﻧﺸﺪه در ز يﻤﺎرﯿﺑ ﺮاﯾز ،ﻣﻨﺎﺳﺐ اﺳﺖ يﻟﻨﻔﺎو
 ﻦ،ﯾﻋﻼوه ﺑﺮ اﺑﺎﺷﺪ.  ﻫﻤﺮاه ﯽﺗﻮاﻧﺪ ﺑﺎ ﻋﻮارض ﻗﺎﺑﻞ ﺗﻮﺟﻬﯽﻣ
در ﺳﺎرﮐﻮم ﺑﺎﻓﺖ ﻧﺮم  ﻒﯿﺿﻌ ﯽآﮔﻬ ﺶﯿﻣﺘﺎﺳﺘﺎز ﮔﺮه ﻣﻔﻬﻮم ﭘ
اي در ﺳﯿﺴﺘﻢ ي ﻣﻨﻄﻘﻪﻫﺎﻣﺘﺎﺳﺘﺎز ﮔﺮه ﺠﻪ،ﯿﻧﺘ در ﺪ.دﻫرا ﻧﻤﯽ
ﺗﻐﯿﯿﺮ داده  3ﺑﻪ درﺟﻪ  4از درﺟﻪ  0102ﺑﻨﺪي ﺳﺎل ﻃﺒﻘﻪ
 .(1)ﺟﺪول  39اﻧﺪﺷﺪه
ﻣﺎﺳﺘﮑﺘﻮﻣﯽ: ﻣﺎﺳﺘﮑﺘﻮﻣﯽ ﯾﺎ ﺟﺮاﺣﯽ ﺑﺮاي ﺑﺮداﺷﺘﻦ 
ﭘﺴﺘﺎن ﻣﻤﮑﻦ اﺳﺖ ﺑﺎ ﯾﺎ ﺑﺪون ﺟﺮاﺣﯽ ﺗﺮﻣﯿﻤﯽ اﻧﺠﺎم ﺷﻮد. 
راﯾﺠﺘﺮﯾﻦ اﻗﺪام ﺑﺮاي درﻣﺎن ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﺗﻮﺗﺎل 
 ،ﺷﻮدﺎﺳﺘﮑﺘﻮﻣﯽ اﺳﺖ ﮐﻪ در آن ﺗﻤﺎم ﭘﺴﺘﺎن ﺑﺮداﺷﺘﻪ ﻣﯽﻣ
 49ﺷﻮﻧﺪ.اﻣﺎ ﻟﻨﻒ ﻧﻮدﻫﺎ ﺑﺮداﺷﺘﻪ ﻧﻤﯽ
 دﻟﯿﻞﻪ ﺑ ﭘﺴﺘﺎن ﻪﯿﺳﺎرﮐﻮم اوﻟ رادﯾﻮﺗﺮاﭘﯽ ادﺟﻮاﻧﺖ: در
ﺳﻮم در  ﮏﯾ)ﺗﺎ  ﯾﯽﺑﻪ ﺗﻨﻬﺎ ﯽﻋﻮد ﺑﻌﺪ از ﻋﻤﻞ ﺟﺮاﺣ يﻧﺮخ ﺑﺎﻻ
رادﯾﻮﺗﺮاﭘﯽ ﺑﻌﺪ از ﻋﻤﻞ ﺟﺮاﺣﯽ  71و61و8(ﻫﺎياز ﺳﺮ ﯽﺑﺮﺧ
درﻣﺎن  يﺑﺮارادﯾﻮﺗﺮاﭘﯽ ﮐﻤﮑﯽ از  يﻨﺪﻣﺑﻬﺮهﻣﻨﻄﻘﯽ اﺳﺖ. 
 .ﭘﺴﺘﺎن ﻣﻮرد ﺑﺤﺚ اﺳﺖ ﻪﯿﺳﺎرﮐﻮم اوﻟ
ﮔﺮوه اﻧﺠﺎم ﺷﺪه  ﻦﯾا ﯽ ﮐﻪ درﺗﺼﺎدﻓ ﯾﯽﮐﺎرآزﻣﺎ ﭻﯿﻫ
 دﺳﺘﺮس اي درﻣﺸﺎﻫﺪهﻫﺎي يﺳﺮ ﻦﯾو ا ﺪاردﻧوﺟﻮد  ﺑﺎﺷﺪ
 يﻫﺎدادهﮐﻪ  ﺳﺴﺎت واﺣﺪﺆﺗﺠﺮﺑﻪ ﻣ اي اﺳﺖ ازﺧﻼﺻﻪاﻏﻠﺐ 
 99-79اﻧﺪ.را اراﯾﻪ داده ﻣﺘﻨﺎﻗﺾ
 ادﺟﻮاﻧﺖ يﺑﺮا ي راﺳﻮد ﭻﯿﻫ ﯽﺮﺧﮐﻪ ﺑ ﯽدر ﺣﺎﻟ
ﻫﺎي ﺎﻟﻪـﺑﺮﺧﯽ دﯾﮕﺮ از ﻣﻘ 101و001.اﻧﺪﺮاﭘﯽ ﻧﯿﺎﻓﺘﻪـرادﯾﻮﺗ
ﻮص ﺑﺮاي ﺳﺎرﮐﻮﻣﺎي ـﻮدي ﻧﺘﺎﯾﺞ ﺑﻪ ﺧﺼـﺑﺮرﺳﯽ ﺷﺪه ﺑﻬﺒ
 201و4و68و18دﻫﻨﺪ.ﺪازه ﺑﺰرگ ﻧﺸﺎن ﻣﯽـﭘﺴﺘﺎﻧﯽ ﺑﺎ ﮔﺮﯾﺪ ﺑﺎﻻ و اﻧ
اي رﺳﺪ ﺑﯿﺸﺘﺮﯾﻦ ﺳﻮد در ﮐﺎﻫﺶ ﻣﯿﺰان ﻋﻮد ﻣﻨﻄﻘﻪﺑﻨﻈﺮ ﻣﯽ
 201ﺮ ﺑﻘﺎي ﮐﻠﯽ ﻫﻤﭽﻨﺎن ﻧﺎﻣﺸﺨﺺ اﺳﺖ.ﺛﯿﺮ ﺑﺄﺑﺎﺷﺪ و ﺗ
در رادﯾﻮﺗﺮاﭘﯽ از ﻣﻨﺎﻓﻊ  ﺖﯾﺣﻤﺎ ياﻃﻼﻋﺎت ﺑﺮا ﺮﯾﺳﺎ
 ازﭘﺴﺘﺎن  ﻪﯿﺳﺎرﮐﻮم اوﻟ يﺑﺮا ﯽراﺑﻄﻪ ﺑﺎ ﻋﻤﻞ ﺟﺮاﺣ
ﻣﺒﺘﻼ ﺑﻪ  ﻏﯿﺮ ﻤﺎرانﯿدر ﺑﻫﺎي ﺗﺼﺎدﻓﯽ اﻧﺠﺎم ﺷﺪه ﮐﺎرآزﻣﺎﯾﯽ
ﮐﻪ ﺑﻬﺒﻮد در  ﺣﺎﺻﻞ ﺷﺪه اﺳﺖ ﺳﺎرﮐﻮم ﺑﺎﻓﺖ ﻧﺮم ﭘﺴﺘﺎن،
 58و28دﻫﻨﺪ.ﺮ ﺑﻘﺎ را ﻧﺸﺎن ﻣﯽﺛﯿﺮ ﺑﺄﺗ اﻣﺎ ﺑﺪون ﯽﮐﻨﺘﺮل ﻣﺤﻠ
ﻣﺒﺘﻼ ﺑﻪ ﺳﺎرﮐﻮم  ﻤﺎرانﯿدر ﺑدرﯾﮏ ﮐﺎرآزﻣﺎﯾﯽ در ﮐﺎﻧﺎدا 
رادﯾﻮﺗﺮاﭘﯽ ﻗﺒﻞ از ﻋﻤﻞ ﺟﺮاﺣﯽ ﺑﺎ ﺑﻌﺪ از آن ﻣﻘﺎﯾﺴﻪ  ،اﻧﺪام
اﻣﺎ  ،در اﯾﻦ ﮐﺎرآزﻣﺎﯾﯽ اﺛﺮﺑﺨﺸﯽ ﻣﺸﺎﺑﻬﯽ ﻣﺸﺎﻫﺪه ﺷﺪ ﺷﺪ و
ﻋﻮارض ﻣﺰﻣﻦ ﻏﯿﺮﻗﺎﺑﻞ ﺑﺮﮔﺸﺖ در رادﯾﻮﺗﺮاﭘﯽ ﻗﺒﻞ از ﻋﻤﻞ ﺗﺎ 
 4ﺗﺎ  3ﺟﻤﻠﻪ درﺟﻪ  از ،ﻟﺖ ﺑﻌﺪ از ﻋﻤﻞ ﺑﻮدﺣﺪودي ﮐﻤﺘﺮ از ﺣﺎ
ﺳﺎرﮐﻮم  ﺶﯾآزﻣﺎ ﻦﯾدر ا ﻤﺎرانﯿاز ﺑ ﮏﯾ ﭻﯿﻫﻓﯿﺒﺮوز. اﻟﺒﺘﻪ 
اﯾﻨﮑﻪ ﺑﺘﻮان ﻧﺘﺎﯾﺞ آن را ﺑﻪ ﺳﺎرﮐﻮم  ﻧﺪاﺷﺘﻨﺪ و ﭘﺴﺘﺎن ﻪﯿاوﻟ
ﺳﺎرﮐﻮم  يﻣﺎ ﺑﺮاواﺿﺢ ﻧﯿﺴﺖ.  ،ﭘﺴﺘﺎن ﻧﯿﺰ ﮔﺴﺘﺮش داد
 يﻣﺘﺮ، ﺑﻪ ﺧﺼﻮص اﮔﺮ درﺟﻪ ﺑﺎﻻ و ﺑﺮاﯽﺳﺎﻧﺘ 5 < ﭘﺴﺘﺎن
ﮐﻪ رﯾﺰﮐﺸﻦ در آﻧﻬﺎ ﻋﻤﻠﯽ  ﻣﺜﺒﺖ ﻪﯿﻼ ﺑﻪ ﺣﺎﺷﻣﺒﺘ ﻤﺎرانﯿﺑ
ﮐﻨﯿﻢ. ﺑﺎ اﯾﻦ ﺣﺎل ﻧﯿﺴﺖ رادﯾﻮﺗﺮاﭘﯽ را ﭘﯿﺸﻨﻬﺎد ﻣﯽ
ﮐﻨﻨﺪه ﻋﻤﻞ ﺟﺮاﺣﯽ ﻧﺎﮐﺎﻓﯽ ﺑﺎﺷﺪ ﺗﻮاﻧﺪ ﺟﺒﺮانرادﯾﻮﺗﺮاﭘﯽ ﻧﻤﯽ
و رزﮐﺸﻦ ﻣﺠﺪد ﺑﺮاي اﻃﻤﯿﻨﺎن از ﺣﺎﺷﯿﻪ ﭘﺎك ﺑﻪ ﺷﺪت در 
ﻣﺒﺘﻼ ﺑﻪ ﺳﺎرﮐﻮم  ﻤﺎرانﯿﺑ يﺑﺮاﺷﻮد. اﯾﻦ ﺑﯿﻤﺎران ﺗﻮﺻﯿﻪ ﻣﯽ
 ﺑﻪ دﻗﺖ ﺪﯾﺑﻪ ﺳﻮد ﺑﺎ ﺧﻄﺮ ﺑﺰرگ، ﻧﺴﺒﺖ و ﻦﯾﯿدرﺟﻪ ﭘﺎ
زﯾﺮا رادﯾﻮﺗﺮاﭘﯽ ﭘﺴﺘﺎن ﻣﻮﺟﺐ ﻋﻮارض ﻃﻮﻻﻧﯽ  ،ﻣﺤﺎﺳﺒﻪ ﺷﻮد
 58ﮔﺮدد.ﻣﺪت ﻣﯽ
ﮐﻪ در آن ﺟﺮاح اﻧﺘﻈﺎر  ﻖﯿﺑﺰرگ و ﻋﻤ يﺗﻮﻣﻮرﻫﺎ يﺑﺮا
 رادﯾﻮ ﺗﺮاﭘﯽ ﻗﺒﻞ ازﻋﻤﻞ در، را دارد ﻣﺜﺒﺖ ﺎﯾو  ﮏﯾﻧﺰد ﻪﯿﺣﺎﺷ
 001.ﻦ(ﺷﻮد )ﺑﻪ ﻣﻨﻈﻮر ﺑﺎﻻ رﻓﺘﻦ ﻗﺎﺑﻠﯿﺖ رﯾﺰﮐﺸﮔﺮﻓﺘﻪ ﻣﯽ ﻧﻈﺮ
 يﻫﺎﻪﯿﮐﻨﺪ ﮐﻪ ﺣﺎﺷﯽﺣﺎل، اﮔﺮ ﺟﺮاح اﺣﺴﺎس ﻣ ﻦﯾﺑﺎ ا
در ﯽ را ﺑﻪ دﺳﺖ آﻣﺪه ﺑﺎﺷﺪ، ﻣﺎ ﺟﺮاﺣ ﺎدﯾﺑﻪ اﺣﺘﻤﺎل ز ﯽﮐﺎﻓ
دﻫﯿﻢ و ﺗﺼﻤﯿﻢ در ﻣﻮرد رادﯾﻮﺗﺮاﭘﯽ را ﺑﻪ ﺗﺮﺟﯿﺢ ﻣﯽ اﺑﺘﺪا
 58ﭘﺲ از ﺑﺮرﺳﯽ ﭘﺎﺗﻮﻟﻮژي ﻧﻬﺎﯾﯽ ﻣﻮﮐﻮل ﺧﻮاﻫﯿﻢ ﮐﺮد.
 ﺷﯿﻤﯽ درﻣﺎﻧﯽ ادﺟﻮاﻧﺖ
ﺳﺎرﮐﻮم  يﺑﺮا ﯽرﻣﺎﻧد ﯽﻤﯿ، ﻧﻘﺶ ﺷﻫﻤﺎﻧﻨﺪ رادﯾﻮﺗﺮاﭘﯽ
ﯿﮏ ﻤﺴﺘﯿﺳ ﯽدرﻣﺎﻧ ﯽﻤﯿﻧﺸﺪه اﺳﺖ. ﺷ ﻒﯾﺗﻌﺮ ﻧﯿﺰ ﭘﺴﺘﺎن
 ﻣﻮﺿﻌﯽ ﭼﻨﺪ ﺳﺎرﮐﻮم ﺑﺎﻓﺖ ﻧﺮم يﻣﻌﻤﻮل درﻣﺎن ﺑﺮاﺑﺨﺶ 
 ﺮﯿاﺧ ﻞﯿو ﺗﺤﻠ ﻪﯾﺗﺠﺰ. دﻫﺪﯽدر ﮐﻮدﮐﺎن رخ ﻣ اﺳﺖ ﮐﻪ ﻋﻤﺪﺗﺎً
درﺻﺪي زﻧﺪه ﻣﺎﻧﺪن در ﺷﯿﻤﯽ درﻣﺎﻧﯽ ﻣﺒﺘﻨﯽ  11اﻓﺰاﯾﺶ  از
ﺎ رﯾﺰﮐﺸﻦ ﺗﻨﻬﺎ ﻔﺎﻣﯿﺪ در ﻣﻘﺎﯾﺴﻪ ﺑﺳﺑﺮ دوﮐﺴﻮروﺑﯿﺴﯿﻦ و اﯾﻔﻮ
 99دﻫﺪ.ﻧﺸﺎن ﻣﯽ
 ﻤﺎرﯿﻫﺮ ﺑ يﻫﺎﺣﺎﺻﻞ از داده ﻞﯿو ﺗﺤﻠ ﻪﯾﺣﺎل، ﺗﺠﺰ ﻦﯾﺑﺎ ا
ﻫﺎي ﮐﻤﮑﯽ درﺑﺎره ﺷﯿﻤﯽ ﮐﺎرآزﻣﺎﯾﯽ ﻦﯾاز دو ﺗﺎ از ﺑﺰرﮔﺘﺮ
ﺑﺮاي اﯾﻔﻮﺳﻔﺎﻣﯿﺪ  درﻣﺎﻧﯽ ﻣﺒﺘﻨﯽ ﺑﺮ دوﮐﺴﻮروﺑﯿﺴﯿﻦ و
 001ﻫﺮﮔﻮﻧﻪ ﻣﺰﯾﺘﯽ از ﺑﻘﺎ ﻣﻨﻔﯽ ﺑﻮد.
 6 3931، ﺳﺎل 1، ﺷﻤﺎره 22ﻧﺸﺮﯾﻪ ﺟﺮاﺣﯽ اﯾﺮان، دوره 
 ﯽ ادﺟﻮاﻧﺖدرﻣﺎﻧ ﯽﻤﯿوﺟﻮد ﻧﺪارد ﮐﻪ ﺷ ﯽﻣﺪرﮐ ﭻﯿﻫ
 ﺑﺎﻓﺖ ﻧﺮمﯽ ﺳﺎرﮐﻮم درﻣﺎﻧ ﯽﻤﯿاﻧﻮاع ﺣﺴﺎس ﺑﻪ ﺷ يﺑﺮا
 ﻞﯿو ﺗﺤﻠ ﻪﯾﺰـﺗﺠ ﮏﯾﮐﻪ  ﯽدر ﺣﺎﻟﺪﺗﺮ اﺳﺖ. ـﺳﻮدﻣﻨ
ﺪ ﮐﻪ ﺑﻘﺎي ﻋﺎري از ﺑﯿﻤﺎري اﻓﺰاﯾﺶ دﻫﯽﻧﮕﺮ ﻧﺸﺎن ﻣﮔﺬﺷﺘﻪ
ﯾﮏ ﮔﺮاﯾﺸﯽ ﺑﻪ ﺳﻤﺖ اﻓﺰاﯾﺶ زﻧﺪه ﻣﺎﻧﺪن ﺑﺮاي  ﯾﺎﻓﺘﻪ و
 ،ﮐﻨﻨﺪﻮاﻧﺖ درﯾﺎﻓﺖ ﻣﯽـﺑﯿﻤﺎراﻧﯽ ﮐﻪ ﺷﯿﻤﯽ درﻣﺎﻧﯽ ادﺟ
ﺮ ﺷﺪن ﮐﻨﺘﺮل ﻣﺤﻠﯽ را ﻧﺸﺎن ـﺮي ﺑﻬﺘـدﯾﮕ و 401وﺟﻮد دارد
 101و69.دﻫﺪو ﺑﻘﯿﻪ ﻣﻮارد ﻧﯿﺰ ﺳﻮدي را ﻧﺸﺎن ﻧﻤﯽ 201و89دﻫﺪﻣﯽ
ﭘﺎﺳﺦ ﺷﯿﻤﯽ  از ﻣﻄﺎﻟﻌﺎت يﺎرﯿدر ﺑﺴ ﻦ،ﯾﻋﻼوه ﺑﺮ ا
 ﯽدرﻣﺎﻧ ﯽﻤﯿﺑﻪ ﻋﻨﻮان ﻧﺮخ ﭘﺎﺳﺦ ﺑﻪ ﺷدرﻣﺎﻧﯽ ﮐﻪ 
اﯾﻦ  ﺠﻪ،ﯿدر ﻧﺘﻣﺤﺪود ﺑﻮد.  ،ﺷﻮدﻣﯽ ﻗﻀﺎوت ﯽﻧﺌﻮادﺟﻮاﻧﺘ
 ﻫﺎ ﮐﻪ ﺷﯿﻤﯽ درﻣﺎﻧﯽ ﻗﻄﻌﺎًاﯾﻦ ﺳﺮيﯾﮏ از  ي از ﻫﺮﺮﯿﮔﺠﻪﯿﻧﺘ
 401و301و58ﻣﺸﮑﻞ اﺳﺖ. ،ﺳﻮدﻣﻨﺪ اﺳﺖ
ﯽ ﺷﯿﻤﯽ درﻣﺎﻧﯽ ادﺟﻮاﻧﺖ را ﺑﺮاي ﺑﯿﻤﺎران ﺑﺎ ﺎ ﺑﻪ ﻃﻮر ﮐﻠﻣ
وﺿﻌﯿﺖ ﻋﻤﻠﮑﺮد ﺧﻮب و ﺳﺎرﮐﻮم ﻣﻮﺿﻌﯽ ﺑﺎ رﯾﺴﮏ ﺑﺎﻻ 
ﺑﻪ ﻋﻨﻮان ﺑﻨﺪي ﮐﻨﯿﻢ ﮐﻪ ﺗﻮﺳﻂ ﺳﯿﺴﺘﻢ ﻃﺒﻘﻪﭘﯿﺸﻨﻬﺎد ﻣﯽ
ﻣﺒﺘﻼ  انﻤﺎرﯿﺷﺎﻣﻞ ﺑ ﻦﯾا .(1)ﺟﺪول  ﺷﻮدﺗﻌﺮﯾﻒ ﻣﯽ 3 ﻣﺮﺣﻠﻪ
 5ﺑﺰرﮔﺘﺮ از  ايﺗﻮده ﺑﻪ ﺳﺎرﮐﻮم ﭘﺴﺘﺎن ﺑﺎ درﺟﻪ ﺑﺎﻻ اﺳﺖ ﮐﻪ
درﮔﯿﺮي ﮔﺮه ﻟﻨﻔﺎوي دارﻧﺪ. ﻫﻤﺎﻧﻨﺪ ﺳﺎﯾﺮ  ﺎﯾﻣﺘﺮ و ﯽﺳﺎﻧﺘ
ﻫﺎي ﺑﺎﻓﺖ ﻧﺮم اﮔﺮ ﺷﯿﻤﯽ درﻣﺎﻧﯽ ﺗﺠﻮﯾﺰ ﺷﺪ ﻣﺎ ﺳﺎرﮐﻮم
ﻔﺎﻣﯿﺪ را ﺗﻮﺻﯿﻪ ﺳدﮐﺴﻮروﺑﯿﺴﯿﻦ ﺑﻪ ﻋﻼوه رژﯾﻢ ﺣﺎوي اﯾﻔﻮ
 58ﮐﻨﯿﻢ.ﻣﯽ
ﻣﺮﺑﻮط ﺑﻪ درﻣﺎن ﻣﺴﺎﯾﻞ ﺑﺮاي ﺑﯿﻤﺎران ﻣﺒﺘﻼ ﺑﻪ ﺳﺎرﮐﻮم 
ﮔﯿﺮي ﺑﺮ اﺳﺎس ﺗﺼﻤﯿﻢ ﺗﺮ اﺳﺖ وﯿﺪهﭽﻣﺮﺑﻮط ﺑﻪ درﻣﺎن ﭘﯿ
ﮔﯿﺮد. ﺑﯿﻤﺎراﻧﯽ ﮐﻪ ﺷﯿﻤﯽ درﻣﺎﻧﯽ ﺑﺮ ﭘﺎﯾﻪ ﻓﺮد ﺻﻮرت ﻣﯽ
 ﮐﺎﻧﺪﯾﺪ ﺧﻮﺑﯽﻣﻤﮑﻦ اﺳﺖ اﻧﺪ، آﻧﺘﺮاﺳﺎﯾﮑﻠﯿﻦ درﯾﺎﻓﺖ ﮐﺮده
 ﻦﯿﺴﯿﺑﺮ دوﮐﺴﻮروﺑ ﯽﻣﺒﺘﻨ ﯽدرﻣﺎﻧ ﯽﻤﯿﺷﻪ ﮐﺮدن اﺿﺎﻓ يﺑﺮا
 ﺶﯿﺧﻄﺮ ﺑ ﺑﺎﺷﻨﺪ زﯾﺮاﺑﯿﻤﺎري  3 ﻣﺮﺣﻠﻪدر  ﻧﺒﺎﺷﻨﺪ. ﺣﺘﯽ اﮔﺮ
 401و58از آﻧﺘﺮاﺳﺎﯾﮑﻠﯿﻦ دارد. ﺑﺎﻻﺗﺮ ﯽﺑﺎ دوز ﺗﺠﻤﻌ ﯽاز ﺣﺪ ﻗﻠﺒ
ﻣﺒﺘﻼ ﺑﻪ ﺳﺎرﮐﻮم ﻣﺮﺑﻮط ﺑﻪ  ﻤﺎرانﯿاز ﺑ يﮕﺮﯾوه دﮔﺮ
ﮐﺴﺎﻧﯽ ﻫﺴﺘﻨﺪ ﮐﻪ  ،ﮐﻪ ﭼﺎﻟﺶ ﺧﺎص دﯾﮕﺮي دارﻧﺪ درﻣﺎن
ﺮﺑﻮط ﺑﻪ اﺷﻌﻪ دارﻧﺪ. ﮐﺎﻧﺪﯾﺪ ﻣﻨﺎﺳﺒﯽ ﺑﺮاي ـﻫﺎي ﻣﺳﺎرﮐﻮم
 يﺗﻮﻣﻮرﻫﺎ ﻤﺎرانﯿﺑ ﻦﯾاﮔﺮ ا ﺑﺎﺷﻨﺪ.ﻪ ﮔﺮﻓﺘﻦ ﻣﺠﺪد ﻧﻤﯽـاﺷﻌ
 ﺶﯿﺪازه )ﻫﺮ ﭼﻨﺪ ﺑﻪ ﻃﻮر ﻣﻌﻤﻮل ﺑـدرﺟﻪ ﺑﺎﻻ، ﺻﺮف ﻧﻈﺮ از اﻧ
داﺷﺘﻪ ﺑﺎﺷﻨﺪ در ﺑﻌﻀﯽ ﻣﻮاﻗﻊ  ﻣﺘﺮ(ﯽﺳﺎﻧﺘ 3ﺪاﻗﻞ ـاز ﺣ
ﺷﯿﻤﯽ درﻣﺎﻧﯽ ادﺟﻮاﻧﺖ ﺑﺮاي ﺑﻬﺒﻮد ﮐﻨﺘﺮل ﻣﺤﻠﯽ ﺑﺮاﯾﺸﺎن 
 401ﺷﻮد.ﭘﯿﺸﻨﻬﺎد ﻣﯽ
 ﮔﯿﺮيﻧﺘﯿﺠﻪ
ﻮم ﭘﺴﺘﺎن ـﻪ ﻋﺎري از ﺑﯿﻤﺎري ﺳﺎرﮐـﺎي ﭘﻨﺞ ﺳﺎﻟـﻧﺮخ ﺑﻘ
ﻮم ـﺳﺎرﮐ ﻧﻨﺪﻫﻤﺎ 68ﺖ.ـدرﺻﺪ اﺳ 66ﺗﺎ  44ﺪوده ـﻣﺤدر 
 يﺑﺮا ﯽآﮔﻬﺶﯿﭘ ،ﺑﺪن ﺮـﮕﯾﺎط دـﻧﻘ ﺳﺎﯾﺮ ﺑﺎﻓﺖ ﻧﺮم در
 ﻪ ﺑﺎﻓﺖ و اﻧﺪازه ﺗﻮﻣﻮرـﺑﻪ درﺟ واﺑﺴﺘﻪ ﺪاًﯾﺪـﺷ ﻨﻪﯿﺳﺎرﮐﻮم ﺳ
 58.اﺳﺖ
در ﺗﺠﺮﺑﯿﺎت ﭼﻨﺪﯾﻦ ﺳﺎﻟﻪ اﯾﻨﺠﺎﻧﺐ و ﻫﻤﮑﺎران ﺑﺎ ﺗﻮﺟﻪ 
ﺑﻪ ﺷﯿﻮع ﮐﻢ اﯾﻦ ﺑﯿﻤﺎري ﺗﻌﺪاد ﺑﺴﯿﺎر ﮐﻤﯽ ﺳﺎرﮐﻮم ﭘﺴﺘﺎن 
اﻧﺪ ﮐﻪ ﻋﻤﻞ ﺟﺮاﺣﯽ اﻧﺘﺨﺎﺑﯽ ﺤﺖ ﻋﻤﻞ ﺟﺮاﺣﯽ ﻗﺮار ﮔﺮﻓﺘﻪﺗ
ﺗﻮﺗﺎل ﻣﺎﺳﺘﮑﺘﻮﻣﯽ ﺑﺮداﺷﺘﻦ ﺑﺎ ﺣﺎﺷﯿﻪ ﮐﺎﻓﯽ در ﺣﺪ اﻣﮑﺎن 
ﻣﻮرد  21ﻣﺘﺮ ﻟﺤﺎظ ﺷﺪه اﺳﺖ و از ﺟﻤﻊ ﺳﺎﻧﺘﯽ 4ﺪاﻗﻞ ـﺣ
ﻣﻮرد ﻋﻮد ﻣﻮﺿﻌﯽ  2ﺳﺎﻟﻪ،  03ﺮاﺣﯽ ﺷﺪه در ﯾﮏ ﺗﺠﺮﺑﻪ ـﺟ
ﺑﻪ ﻓﺎﺻﻠﻪ ﯾﮑﺴﺎن از ﻋﻤﻞ ﺟﺮاﺣﯽ داﺷﺘﻨﺪ ﮐﻪ ﺗﺤﺖ ﻋﻤﻞ 
ﺮداﺷﺘﻦ ﺑﺎ ﺣﺎﺷﯿﻪ ﺳﺎﻟﻢ ﻗﺮار ﮔﺮﻓﺘﻨﺪ. در ﺪد ﺑـﺟﺮاﺣﯽ ﻣﺠ




 ﺮﺘﮐدرﻮﻗﺎﻃا هداﺰﯿﻠﻋ ﺎﺿرﺪﯿﻤﺣ  ـنﺎﺘﺴﭘ يﺎﻣﻮﮐرﺎﺳ ﺮﺑ يروﺮﻣ 7 
Abstract: 
 
Breast Sarcoma: A Review Article 
Alizadeh Otaghvar H. R. MD*, Hoseini M. MD*, Mirmalek A. MD**, Ahmari H**** 
Arab F****, Mohtasham Amiri N**** 
(Received: 22 Dec 2013 Accepted: 22 May 2014) 
 
Breast cancer is the most common malignancy in women and it is also the leading cause of cancer 
death in women worldwide. The incidence of this disease is increasing particularly among women aged 
50-64. It is the most common malignancy among Iranian women over the past decades and it is 
spreading rapidly. Sarcoma of the breast is rare. It can occur primary or secondary way. Primary 
sarcoma’s occurrence in breast is extremely rare and is a highly aggressive tumor. 5.7% of the primary 
breast sarcomas are Angiosarcoma. Secondary sarcoma is developed after breast irradiation for a 
previous breast carcinoma, associated with poor prognosis. Angiosarcoma is 56.8% of all breast 
sarcomas. The main diagnosis of breast Sarcoma is fine needle aspiration (FNA). Imaging can also be 
helpful. Course mammography in breast sarcoma is nonspecific but as a better method of ultrasonic 
mammography in detecting breast sarcoma it is proposed to treat breast sarcoma total mastectomy is the 
most common procedure in which the entire breast is removed, but the lymph nodesare notremoved. An 
adequate resection margin is the single most important determinant of long-term survival with breast 
sarcomas. As with soft tissue sarcomas arising elsewhere in the body, the prognosis for breast sarcomas 
is highly dependent upon histologic grade and tumor size. 
Key Words: Breast Sarcoma, Epidemiology, Diagnosis 
*Assistant Professor of General Surgery, Iran University of Medical Science, Rasul Akram Hospital, Tehran, Iran 
**Assistant Professor of General Surgery, Tehran Azad University of Medical Science, Booali Hospital, Tehran, 
Iran 
***Resident of General Surgery, Iran University of Medical Science, Rasul Akram Hospital, Tehran, Iran 
****Medical Student, Iran University of Medical Science, Tehran, Iran 
 
 هرود ،ناﺮﯾا ﯽﺣاﺮﺟ ﻪﯾﺮﺸﻧ22 هرﺎﻤﺷ ،1 لﺎﺳ ،1393 8 
References: 
 
1. Glass AG, Lacey JV Jr, Carreon JD, et al. Breast 
cancer incidence, 1980-2006: combined roles of 
menopausal hormone therapy, screening 
mammography, and estrogen receptor status. J Natl 
Cancer Inst 2007. 99: 1152-61. 
2. K McPherson, C M Steel, and J M Dixon. Breast 
cancer-epidemiology, risk factors, and genetics. BMJ. 
2000 November 11; 321(7270): 1198. 
3. Siegel R1, Naishadham D, Jemal A. Cancer statistics, 
2013.CA Cancer J Clin. 2013 Jan; 63(1): 11-30. doi: 
10.3322/caac.21166. Epub 2013 Jan 17. 
4. Kelsey JL1, Horn-Ross PL. Breast cancer: magnitude 
of the problem and descriptive 
epidemiology.Epidemiol Rev. 1993; 15(1): 7-16. 
5. Kelsey JL.A review of the epidemiology of human 
breast cancer.Epidemiologic Reviews.1979; 1:74-
109. 
6. M Y1, Ahmadi M R H, J K, H P, K H A, M R Y, K 
H. An 8 years retrospective study of breast cancer 
incidence in ilam province, Western iran. J Clin 
Diagn Res. 2013 Dec; 7(12): 2923-5. doi: 
10.7860/JCDR/2013/7633.3709. Epub 2013 Dec 15. 
7. Talaiezadeh A, Tabesh H, Sattari A, Ebrahimi S. 
Cancer incidence in southwest of iran: first report 
from khuzestan population-based cancer registry, 
2002-2009. Asian Pac J Cancer Prev. 2013; 14(12): 
7517-22. 
8. Afsharfard A, Orang E, Tahmasbpour E. Trends in 
epidemiology, clinical and his topathological 
characteristics of breast cancer in Iran: results of a 17 
year study.v. 
9. Ziaei JE, Sanaat Z, Asvadi I, Dastgiri S, Pourzand A, 
Vaez J.Survival analysis of breast cancer patients in 
northwest Iran.Asian Pac J Cancer Prev. 2013; 14(1): 
39-42. 
10. Iraj Harirchi, Mojgan Karbakhsh1, Amir Kashefi, 
Amir Javad Momtahen. Breast-cancer in Iran: Results 
of a Multi-center study. Asian Pacific J Cancer Prev, 
5, 24-27. 
11. Seyed Mohsen Mousavi, Ali Montazeri, 
Mohammad Ali Mohagheghi, Alireza Mousavi 
Jarrahi, Iraj Harirchi, Masomeh Najafi, and Mandana 
Ebrahimi. Breast Cancer in Iran: An Epidemiological 
Review.a 2007 Blackwell Publishing, Inc., 1075-
122X/07. The Breast Journal, Volume 13 Number 4, 
2007, 383-391. 
12. Seyed Mohsen Mousavi1, Mohammad Ali 
Mohagheghi, Alireza Mousavi- Jerrahi, Azin 
Nahvijou, Zahra Seddighi. Outcome of Breast Cancer 
in Iran: A Study of Tehran Cancer Registry Data. 
Asian Pacific Journal of Cancer Prevention, Vol 9, 
2008. 
13. Movahedi M1, Haghighat S, Khayamzadeh, 
Moradi A, Ghanbari-Motlagh A, Mirzaei H, Esmail 
Akbari M. Survival rate of breast cancer based on 
geographical variation in iran, a national study. Iran 
Red Crescent Med J. 2012 Dec; 14(12): 798-804. doi: 
10.5812/ircmj.3631. Epub 2012 Dec 6. 
14. I Harirchi, M Ebrahimi, N Zamani,S Jarvandi, A 
Montazeri. Breast cancer in Iran: a review of 903 case 
records. Public Health (2000) 114, 143-145. 
15. Hosseini MS, Arab M, Nemati Honar B, 
Noghabaei G, Safaei N, Ghasemi T, Farzaneh F, 
Ashraf Ganjoie T. Age - specific incidence rate 
change at breast Cancer and its different 
histopathologic subtypes in Iran and Western 
countries. Pak J Med Sci. 2013 Nov; 29(6): 1354-7. 
16. Yue Chen, Wendy Thompson, Robert Semenciw 
and Yang Mao. Epidemiology of Contralateral Breast 
Cancer. Cancer Epidemiol Biomarkers PrevOctober 
1999, 8; 855. 
17. Marie Gethins. Breast Cancer in Men. JNCI J Natl 
Cancer Inst (2012) 104(6): 436-438. doi: 
10.1093/jnci/djs172. 
18. Sharon H. Giordano, MD; Aman U. Buzdar, MD; 
and Gabriel N. Hortobagyi, MD. Breast Cancer in 
Men. Ann Intern Med. 2002; 137(8): 678-687. doi: 
10.7326/0003-4819-137-8-200210150-00013. 
19. William L. Donegan, MDa, Philip N. Redlich, 
MD, PhDa. BREAST CANCER IN MEN.Surgical 
Clinics of North America.Volume 76, Issue 2, 1 April 
1996, Pages 343-363. 
20. Spatz MW. Breast cancer in men.Am Fam 
Physician. 1988 Jul; 38(1): 187-9. 
21. Anderson WF, Althuis MD, Brinton LA, Devesa 
SS. Is male breast cancer similar or different than 
female breast cancer? Breast Cancer Res Treat. 2004 
Jan; 83(1): 77-86. 
22. Thomas DB. Breast cancer in men. Epidemiol 
Rev. 1993; 15(1): 220-31. 
23. O'Malley CD1, Prehn AW, Shema SJ, Glaser SL. 
Racial/ethnic differences in survival rates in a 
population-based series of men with breast 
carcinoma. Cancer. 2002 Jun 1; 94(11): 2836-43. 
24. Giordano SH1, Buzdar AU, Hortobagyi GN.Breast 
cancer in men. Ann Intern Med. 2002 Oct 15; 137(8): 
678-87. 
25. Cutuli B, Lacroze M, Dilhuydy JM, Velten M, De 
Lafontan B, Marchal C, Resbeut M, Graic Y, 
Campana F, Moncho-Bernier V, et al. Male breast 
cancer: results of the treatments and prognostic 
factors in 397 cases. Eur J Cancer. 1995 Nov; 31A 
(12): 1960-4. 
26. Mabuchi K, Bross DS, Kessler II.Risk factors for 
male breast cancer. J Natl Cancer Inst. 1985 Feb; 
74(2): 371-5. 
27. Nahleh ZA, Srikantiah R, Safa M, Jazieh AR, 
Muhleman A, Komrokji R. Male breast cancer in the 
veterans affairs population: a comparative analysis. 
Cancer. 2007 Apr 15; 109(8): 1471-7. 
28. Beyrouti MI, Beyrouti R, Beyrouti R, Ben Amar 
M, Affes N, Frikha F, Abid M, Mnif H, Ayadi 
 ﺮﺘﮐدرﻮﻗﺎﻃا هداﺰﯿﻠﻋ ﺎﺿرﺪﯿﻤﺣ  ـنﺎﺘﺴﭘ يﺎﻣﻮﮐرﺎﺳ ﺮﺑ يروﺮﻣ 9 
L, Ghorbel A. Breast cancer in men. Presse Med. 
2007 Dec; 36(12 Pt 3): 1919-24. Epub 2007 Apr 19. 
29. Siegel R, Ward E, Brawley O, Jemal A. Cancer 
statistics, 2011: the impact of eliminating 
socioeconomic and racial disparities on premature 
cancer deaths.CA Cancer J Clin. 2011 Jul-Aug; 61(4): 
212-36. doi: 10.3322/caac.20121. Epub 2011 Jun 17. 
30. Tamara L. Smith, Christopher G. Morris and 
Nancy P. Mendenhall. Angiosarcoma after breast-
conserving therapy: Long-term disease control and 
late effects with hyperfractionated accelerated re-
irradiation (HART). Acta Oncologica, February 2014, 
Vol. 53, No. 2, Pages 235-241 
(doi:10.3109/0284186X.2013.819117). 
31. Giordano SH1, Cohen DS, Buzdar AU, Perkins G, 
Hortobagyi GN. Breast carcinoma in men: a 
population-based study. Cancer. 2004 Jul 1; 101(1): 
51-7. 
32. Anne Marie Wallace, Bret R. Baack, Claire F. 
Verschraegen. Breast Sarcomas. Breast Surgical 
Techniques and Interdisciplinary Management. 2011, 
pp 555-579. 
33. Youlia M. Kirova, Laetitia Gambotti, Yann De 
Rycke, Jacques R. Vilcoq, Bernard Asselain, Alain 
Fourquet. Risk of Second Malignancies after 
Adjuvant Radiotherapy for Breast Cancer: A Large-
Scale, Single-Institution Review. (ECCO) 13, Paris, 
France, October 30-November 3, 2005. 
34. Guy Lahat, Dina Lev, Fabian Gerstenhaber, John 
Madewell, Huong Le-Petross and Raphael E 
Pollock5.Sarcomas of the breast. August 2012, Vol. 
12, No. 8, Pages 1045-1051 (doi:10.1586/era.12.82). 
35. McGowan TS1, Cummings BJ, O'Sullivan B, 
Catton CN, Miller N, Panzarella T. An analysis of 78 
breast sarcoma patients without distant metastases at 
presentation.Int J Radiat Oncol Biol Phys. 2000 Jan 
15; 46(2): 383-90. 
36. Russell WO, Cohen J, Enzinger F, Hajdu SI, Heise 
H, Martin RG, Meissner W, Miller WT, Schmitz RL, 
Suit HD. A clinical and pathological staging system 
for soft tissue sarcomas.Cancer. 1977 Oct; 40(4): 
1562-70. 
37. Zelek L, Llombart-Cussac A, Terrier P, Pivot X, 
Guinebretiere JM, Le Pechoux C, Tursz T, Rochard 
F, Spielmann M, Le Cesne A. Prognostic factors in 
primary breast sarcomas: a series of patients with 
long-term follow-up. J Clin Oncol. 2003 Jul 1; 
21(13): 2583-8. 
38. Berg JW1, Hutter RV. Breast cancer. Cancer. 1995 
Jan 1; 75(1 Suppl): 257-69. 
39. C Adem, C Reynolds, J N Ingle and A G 
Nascimento. Primary breast sarcoma: 
clinicopathologic series from the Mayo Clinic and 
review of the literature. British Journal of Cancer 
(2004) 91, 237-241. doi: 10.1038/sj.bjc.6601920. 
40. Manoj Pandey, Aleyamma Mathew, Elizabeth K. 
Abraham. Balakrishnan Rajan. Primary sarcoma of 
the breast. Journal of Surgical Oncology. Volume 
87, Issue 3, pages 121-125, 1 September 2004. 
41. Yap J1, Chuba PJ, Thomas R, Aref A, Lucas 
D, Severson RK, Hamre M. Sarcoma as a second 
malignancy after treatment for breast cancer.Int J 
Radiat Oncol Biol Phys. 2002 Apr 1; 52(5): 1231-7. 
42. Aaron Hui, Michael Henderson, David Speakman, 
Anita Skandarajah. Angiosarcoma of the breast: A 
difficult surgical challenge. The Breast, Volume 21, 
Issue 4, Pages 584-589, August 2012. 
43. Zils Katja; Ebner Florian; Ott  Michaela; Müller 
Justus; Baumhoer Daniel; Greulich Michael et al. 
Extra skeletal Osteosarcoma of the Breast in an 
Adolescent Girl. Journal of Pediatric 
Hematology/Oncology: August 2012 - Volume 34 - 
Issue 6 - p e261-e263. 
44. Sunitha Jacob, Deva Japa. Primary osteogenic 
sarcoma of the breast. Indian J Pathol Microbiol 
2010; 53: 785-6. 
45. D. Farrokh, J. Hashemi, B. Zandi.Angiosarcoma 
of the Breast; Report of a Case and Literature 
Review. Iran J Radiol. 2006; 3(2): 81-84. 
46. Claudio Almeida Quadros1, Alessandro 
Vasconcelos, Roque Andrade, Rogério Santos 
Ramos, Eduardo Studart, Geraldo Nascimento and 
André Trajano. Good outcome after neoadjuvant 
chemotherapy and extended surgical resection for a 
large radiation-induced high-grade breast sarcoma. 
International Seminars in Surgical Oncology, 2006, 3: 
18. doi: 10.1186/1477-7800-3-18. 
47. Karlsson P1, Holmberg E, Johansson KA, 
Kindblom LG, Carstensen J, Wallgren A. Soft tissue 
sarcoma after treatment for breast cancer. Radiother 
Oncol. 1996 Jan; 38(1): 25-31. 
48. Brady MS1, Garfein CF, Petrek JA, Brennan MF. 
Post-treatment sarcoma in breast cancer patients. Ann 
Surg Oncol. 1994 Jan; 1(1): 66-72. 
49. Lagrange JL1, Ramaioli A, Chateau MC, Marchal 
C, Resbeut M, Richaud P, et al. Sarcoma after 
radiation therapy: retrospective multiinstitutional 
study of 80 histologically confirmed cases. Radiation 
Therapist and Pathologist Groups of the Fédération 
Nationale des Centres de Lutte Contre le Cancer. 
Radiology. 2000 Jul; 216(1): 197-205. 
50. Blanchard DK1, Reynolds C, Grant CS, Farley 
DR, Donohue JH. Radiation-induced breast sarcoma. 
Am J Surg. 2002 Oct; 184(4): 356-8. 
51. Huang J, Mackillop WJ. Increased risk of soft 
tissue sarcoma after radiotherapy in women with 
breast carcinoma. Cancer. 2001 Jul 1; 92(1):172-80. 
52. Crosby, Melissa A. Chike-Obi, Chuma J. 
Baumann, Donald P. Sacks, Justin M. Villa, Mark T. 
Garvey, Patrick B. Selber, Jesse C. Feig, Barry W. 
Reconstructive Outcomes in Patients with Sarcoma of 
the Breast. Plastic and Reconstructive Surgery: 
December 2010 - Volume 126 - Issue 6 - pp 1805-
1814. 
53. .Ioannis A. Voutsadakis, Khalil Zaman, 
Serge Leyvraz. Breast sarcomas: Current and future 
perspectives. The Breast Volume 20, Issue 3, Pages 
199-204, June 2011. 
 هرود ،ناﺮﯾا ﯽﺣاﺮﺟ ﻪﯾﺮﺸﻧ22 هرﺎﻤﺷ ،1 لﺎﺳ ،1393 10 
54. Cozen W1, Bernstein L, Wang F, Press MF, Mack 
TM. The risk of angiosarcoma following primary 
breast cancer. Br J Cancer. 1999 Oct; 81(3): 532-6. 
55. Martina Zemanova, Katarina Machalekova, 
Monika Sandorova, Elena Boljesikova,Marta 
Skultetyova, Juraj Svec, Andrej Zeman. Clinical 
management of secondary angiosarcoma after breast 
conservation therapy. Reports of Practical Oncology 
and Radiotherapy Volume 19, Issue 1, Pages 37-46, 
January 2014. 
56. Mu¨ller J (1838) U¨ ber den feineren Bau und die 
Formen der krankhaften Geschwu¨ lste. 
57. Pollard MSG et al (1990) Breast sarcoma. A 
clinicopathologic review of 25 cases. Cancer 66(5): 
941-944. 
58. McGowan TS et al (2000) an analysis of 78 breast 
sarcoma patients without distant metastases at 
presentation. Int J Radiat Oncol Biol Phys 46(2): 383-
390. 
59. Fields RC et al (2008) Treatment and outcomes of 
patients with primary breast sarcoma. Am J, Surg 
196(4): 559-561. 
60. Adem C et al (2004) Primary breast sarcoma: 
clinicopathologic series from the Mayo Clinic and 
review of the literature. Br J Cancer 91(2): 237-241. 
61. Bousquet G et al (2007) Outcome and prognostic 
factors in breast sarcoma: a multicenter study from 
the rare cancer network. Radiother Oncol 85: 355-
361. 
62. McGregor GI, Knowling MA, Este FA (1994) 
Sarcoma and cystosarcoma phyllodes tumors of the 
breast: a retrospective review of 58 cases. Am J Surg 
167(5): 477-480. 
63. Confavreux C et al (2006) Sarcomas and 
malignant phyllodes tumours of the breast a 
retrospective study. Eur J Cancer 42(16): 2715-2721. 
64. Lum YW, Jacobs L (2008) Primary breast 
sarcoma. Surg Clin N Am 88: 559-570. 
65. Blanchard DK et al (2002) Radiation-induced 
breast sarcoma. Am J Surg 184(4): 356-358. 
66. Barrow BJ et al (1999) Role of radiotherapy in 
sarcoma of the breast-a retrospective review of the 
MD Anderson experience. Radiother Oncol 52(2): 
173-178. 
67. North JH et al (1998) Sarcoma of the breast: 
implications of the extent of local therapy. Am Surg 
64(11): 1059-1061. 
68. Zelek L et al (2003) Prognostic factors in primary 
breast sarcomas: a series of patients with long-term 
follow-up. J Clin Oncol, 21(13): 2583-2588. 
69. Shabahang M et al (2002) surgical management of 
primary breast sarcoma. Am Surg 68(8): 673-677. 
70. Ward RM, Evans HL (2006) Cystosarcoma 
phyllodes. A clinicopathologic study of 26 cases. 
Cancer 58(10): 2282-2289. 
71. Pencavel TD, Hayes A (2009) Breast sarcoma-a 
review of diagnosis and management. Int J Surg 7(1): 
20-23. 
72. Foxcroft LM, Evans EB, Porter AJ (2007) 
Difficulties in the preoperative diagnosis of phyllodes 
tumours of the breast: a study of 84 cases. Breast 
16(1): 27-37. 
73. Elson BC et al (1992) Fibrosarcoma of the breast: 
mammographic findings in five cases. Am J 
Roentgenol 158(5): 993-995. 
74. Bernardi G1, Cavallaro G, Indinnimeo M, Fiore A, 
Basso L, D'Ermo G, De Toma G, Cavallaro A. 
Usefulness of ultrasounds in the management of 
breast phyllodes tumors. G Chir. 2012 Mar; 33(3): 
81-5. 
75. Liberman L et al (1996) Benign and malignant 
phyllodes tumors: mammographic and sonographic 
findings. Radiology 198(1): 121-124. 
76. Yang WT et al (2007) Mammary angiosarcomas: 
imaging findings in 24 patients. Radiology 242(3): 
725-734. 
77. Tan PH (2005) Breast phyllodes tumours-
morphology and beyond. Galloway Mem Lect 
34(11): 671-677. 
78. Esposito NN et al (2006) Phyllodes tumor: a 
clinicopathologic and immunohistochemical study of 
30 cases. Arch Pathol Lab Med 130(10): 1516-1520. 
79. Bakheet SM et al (1998) F-18 FDG whole-body 
positron emission tomography scan in primary breast 
sarcoma. Clin Nucl Med 23(9): 604-608. 
80. Zelek L, Llombart-Cussac A, Terrier P, et al. 
Prognostic factors in primary breast sarcomas: a 
series of patients with long-term follow-up. J Clin 
Oncol 2003; 21: 2583. 
81. Shabahang M, Franceschi D, Sundaram M, et al. 
Surgical management of primary breast sarcoma. Am 
Surg 2002; 68: 673. 
82. Pandey M, Mathew A, Abraham EK, Rajan B. 
Primary sarcoma of the breast. J Surg Oncol 2004; 
87: 121. 
83. North JH Jr, McPhee M, Arredondo M, Edge SB. 
Sarcoma of the breast: implications of the extent of 
local therapy. Am Surg 1998; 64: 1059. 
84. Lum YW, Jacobs L. Primary breast sarcoma. Surg 
Clin North Am 2008; 88: 559. 
85. Rashmi Chugh, Michael S Sabel, Mary Feng, 
Literature review current through: Jan 2014. Oct 5, 
2012. 
86. Sher T, Hennessy BT, Valero V, et al. Primary 
angiosarcomas of the breast. Cancer 2007; 110: 173. 
87. Barrow BJ, Janjan NA, Gutman H, et al. Role of 
radiotherapy in sarcoma of the breast-a retrospective 
review of the M.D. Anderson experience. Radiother 
Oncol 1999; 52: 173. 
88. Gullett NP, Delman K, Folpe AL, Johnstone PA. 
National surgical patterns of care: regional 
lymphadenectomy of breast sarcomas. Am J Clin 
Oncol 2007; 30: 461. 
 ﺮﺘﮐدرﻮﻗﺎﻃا هداﺰﯿﻠﻋ ﺎﺿرﺪﯿﻤﺣ  ـنﺎﺘﺴﭘ يﺎﻣﻮﮐرﺎﺳ ﺮﺑ يروﺮﻣ 11 
89. Gutman H, Pollock RE, Ross MI, et al. Sarcoma of 
the breast: implications for extent of therapy. The M. 
D. Anderson experience. Surgery 1994; 116: 505. 
90. Terrier P, Terrier-Lacombe MJ, Mouriesse H, et 
al. Primary breast sarcoma: a review of 33 cases with 
immunohistochemistry and prognostic factors. Breast 
Cancer Res Treat 1989; 13: 39. 
91. Bousquet G, Confavreux C, Magné N, et al. 
Outcome and prognostic factors in breast sarcoma: a 
multicenter study from the rare cancer network. 
Radiother Oncol 2007; 85: 355. 
92. McGregor GI, Knowling MA, Este FA.Sarcoma 
and Cystosarcoma phyllodes tumors of the breast-a 
retrospective review of 58 cases. Am J Surg 1994; 
167: 477. 
93. Soft tissue sarcoma. In: Edge SB, Byrd DR, 
Compton CC, et al., eds.: AJCC Cancer Staging 
Manual. 7th ed. New York, NY: Springer, 2010, pp 
291-6.  
94. MacGowan TS, Cummings BJ, O’Sullivan B, et 
al: An analysis of 78 breast sarcoma patients without 
distant metastases at presentation. Int J Radiat Oncol 
Biol Phys 46: 383-390, 2000. 
95. Kaklamanos IG, Birbas K, Syrigos KN, et al. 
Breast angiosarcoma that is not related to radiation 
exposure: a comprehensive review of the literature. 
Surg Today 2011; 41: 163. 
96. Nascimento AF, Raut CP, Fletcher CD. Primary 
angiosarcoma of the breast: clinicopathologic analysis 
of 49 cases, suggesting that grade is not prognostic. 
Am J Surg Pathol 2008; 32: 1896. 
97. Fong Y, Coit DG, Woodruff JM, Brennan MF. 
Lymph node metastasis from soft tissue sarcoma in 
adults.Analysis of data from a prospective database of 
1772 sarcoma patients. Ann Surg 1993; 217: 72. 
98. Fields RC, Aft RL, Gillanders WE, et al. 
Treatment and outcomes of patients with primary 
breast sarcoma. Am J Surg 2008; 196: 559. 
99. Blanchard DK, Reynolds CA, Grant CS, Donohue 
JH. Primary nonphylloides breast sarcomas. Am J 
Surg 2003; 186: 359. 
100. Feigenberg SJ, Mendenhall NP, Reith JD, et al. 
Angiosarcoma after breast-conserving therapy: 
experience with hyperfractionated radiotherapy. Int J 
Radiat Oncol Biol Phys 2002; 52: 620. 
101. Adem C, Reynolds C, Ingle JN, Nascimento AG. 
Primary breast sarcoma: clinicopathologic series from 
the Mayo Clinic and review of the literature. Br J 
Cancer 2004; 91: 237. 
102. Ciatto S, Bonardi R, Cataliotti L, Cardona G. 
Sarcomas of the breast: a multicenter series of 70 
cases. Neoplasma 1992; 39: 375. 
103. Lagrange JL, Ramaioli A, Chateau MC, et al. 
Sarcoma after radiation therapy: retrospective 
multiinstitutional study of 80 histologically confirmed 
cases. Radiation Therapist and Pathologist Groups of 
the Fédération Nationale des Centres de Lutte Contre 
le Cancer. Radiology 2000; 216: 197. 
104. Frustaci S, Gherlinzoni F, De Paoli A, et al: 
Adjuvant chemotherapy for adult soft tissue sarcomas 
of the extremities and girdles: Results of the Italian 
randomized cooperative trial. J Clin Oncol 19: 1238-
1247, 20. 
 
